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Tonsillitis, pharyngitis 
quickly yield to 


Temperature rapidly returns to normal; swelling and soreness 


readily subside. Notably safe and well tolerated. 


dosage: Usually, 250 mg. q. 6 h. Children, c 2 
5 mg. per pound of body weight q. 6 h. ‘ Ste Y 
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YOU MEAN 
YOU HAD TO PAY 

TWENTY-FIVE DOLLARS 
FOR THOSE NEW 
MEDICINES ? 


YEARS AGO when the physician fought to 

bring a patient through a siege of pneumonia 

there was little he could do but help conserve 

the patients stre ngeth make him comfortable 
and hope for the best 


In fact, the doctor sadly signed death cer- 
tificates for 33 out of every 100 pneumonia 
patients he treated. For those who survived, 
recovery was slow and expenses were high 
The cost of an average case was about $1,000, 


YES... 


BUT THEY SAVED $900 
AND MY 


HUSBANDS LIFE! 


including three or four weeks’ time lost away 
from work 


Happily, this grim picture has changed 
Under the onslaught of sulfa drugs and 
now the antibiotics... pneumonia has stead- 
ily lost ground. Now uncomplicated cases 
clear up in four to five days. And instead of 
losing 33 out of every 100 cases, the doctor 
saves all but a very few 


just as striking as the cut in deaths and 


Copyright Pere, Davis & Company 


PARKE, DAVIS & COMPANY 


Research and Manufacturing Laboratores Detroit 32. Michigan 


disability is the 


it in the cost of curing 
pneumonia. More and more patients can now 
be cared for at home. As a result, the average 
case ot pneumonia may cost no more than 
$100... inchiding loss of income, the doctor's 


visits and the “expensive” new medicines! 


Today, more than ever before, an invest- 
ment in prompt and proper medical care 
may well represent one of the biggest bar- 
gains of your life. 


Makers of medicines since 1866 
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There are few subjects on which the general public is more 


uninformed (or perhaps misinformed) than the cost of modern 


medical care. 


People have always grumbled about medical bills —and 
they probably always will, to some extent. The trouble is they 
tend to see medical expense as a part of sickness—something 
that certainly gives them no pleasure—rather than the price 


of enjoying good health. 


But the real economics of the situation—what the patient 
gets for what he pays—proves that today’s medical bill usually 


turns out to be one of the really big bargains of his life. 


The latest Parke-Davis advertisement, reproduced here, 
cites the amazing decline in the cost of curing pneumonia to 
illustrate the remarkable value represented by your patient’s 


investment in prompt and proper medical care. 


This message will reach an audience of millions of readers 
in mass-circulation magazines such as LIFE and the SATURDAY 
EVENING POST. Reprints, in small folder form, are promptly 


available to physicians on request. 


PARKE, DAVIS & COMPANY Detroit 32, Michigan 
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your diuretic 
“upgrade” your 
heart patients? 


kn OW fewer restrictions of activity are the benefit of prolonged use of 


re) U r those diuretics effective over the entire range of cardiac failure. 
y The organomercurials— parenteral and oral—improve the 


d 1 U retic classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 


must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 
TABLET 


NEOHYDRIN: 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2 


*METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure.”* 


replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 
cadership diuretic 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


SURGERY and ALLIED SUBJECTS 


A two months combined surgical course comprising sur- 
gery, traumatic surgery, abdominal surgery, gastroentero- 
logy, proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examination 
of patients preoperatively and postoperatively, and follow- 
up in the wards postoperatively. Pathology, radiology, 
physical medicine. anesthesia. Cadaver demonstrations in 
surgical anatomy, thoracic surgery, proctology, o. thopedics. 
Operative surgery and operative gynecology on the 
cadaver; attendance at departmental and general con- 
ferences. 


EYE, EAR, NOSE AND THROAT 


A three months combined full time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demenstra- 
tions ; operative eye, ear, nore and throat on the cadaver : 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy ; refraction ; 


radiology; pathology, bacteriology and embryology: 
physiology: neuro-anatomy; anesthesiology; physical 
medicine; allergy, as applied to clinical practice. Ex- 
amination of patients preoperatively and follow-up post- 
operatively in the wards and elinics. Attendarce at 


departmental and general conferences. 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of ap- 
plication and doses of radiation therapy, both x-ray and 
radium, standard and special fluoroscopic procedures. A 
review of dermatological lesions and tumors susceptible 
to roentgen therapy is given, together with methods and 
dosage calculation of treatments. Special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media, such as bronchography 
with Lipiodol, uterosalpingography, visualization of car- 
diac chambers, perirenal insufflation and myelography. 
Discussions covering roentgen departmental management 
are also included; attendance at departmental and 
general conferences. 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the 
lesions encountered in the practice of surgery. These are 
illustrated with fresh material from the operating room, 
gross specimens from the museum and kodachrome and 
micro-projected slides. The latest advances in blood 
grouping and transfusion reactions; didactic procedures, 
such as frozen sections, surgical biopsies, sponge biopsies, 
end aspiration of body fluid and secretions, are outlined. 


For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St., New York 19, N. Y. 
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NASAL 
SUSPENSION 


(HYDROCORTONE® WITH PROPADRINE® AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afford a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. HypRo- 
SPRAY provides HYDROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis, 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. HyDROSPRAY, each cc. sup- 
plying 1 mg. of HyprocorTong, 15 mg. of 

ROPADRINE Hydrochloride and 5 mg. of Tes 
mycin Sulfate (equivalent to 8.5 mg. of neo- 
mycin base), 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 


REFERENCE: 1. Silcox, L. E., A.M.A. Arch. Otolarvng. 60:431, Oct. 1954. 
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KALAMAZOO 


ndicated wherever oral 


‘cortisone Of 
“Available ing mg, 
in dottles of 30 snd 
Avsage to tablet or 


four times daily 


menopausal symptoms with 
irtually no side effects, and 
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| Upjohn | | 
= Trademark for the Upjohn brand of prednisone (delta-I- cortisone) 
imparts a highly gratifying 
Premarin” #~Conjugated' Estrogens (equine) 
a" 
a 
ent: 


In Colds. @ @ Anywhere... Any time... 


Neo-Synephrine 


Prompt and Prolonged Decongestion 
Sinus Drainage and Aeration 


NO IRRITATION - NO SEDATION - NO EXCITATION 


% Nasal Solutions 0.25%, 0.5% and 1% 
% Nasal Spray 0.5% plastic, unbreakable 


squeeze bottle 


Pediatric Nasal Spray 0.25%, leakproof, delivers 


a fine mist 
with Zephiran® chloride 1:5000, 
antibacterial wetting agent and preservative 
for greater efficiency 


Neo-Synephrine (brand of phenylephrine) R 
and Zephiran (brand of benzalkonium, eee 


as chloride, refined), NEW YORK 18, N. Y. * WINDSOR, ONT. 


*rademarks reg. U.S. Pat. Off. 1 


PHOTO DATA. CAMERA: 4X5 REFLEX; EXPOSURE: 1/200 SEC. AT F.8 EXISTING LIGHTING, 


Hydrochloride 
Tetracycline HCI Lederle 


; 
wi 
= 4 t% 
\ 
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widely prescribed because of these important advantages: 
1) rapid diffusion and penetration 

2) prompt control of infection 

3) negligible side effects 


4) true broad-spectrum activity (proved effective 
against a wide variety of infections caused by 
Gram-positive and Gram-negative bacteria, rick- 
ettsiae, and certain viruses and protozoa) 

5) every gram produced in Lederle’s own labora- 
tories under rigid quality control, and offered 
only under the Lederle label 


6) a complete line of dosage forms 


LEDERLE LABORATORIES DIVISION ameascav Ganamid company PEARL RIVER, NEW YORK 


“REG. U. S. PAT. OFF. 
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in arthritis 
and 
allied disorders... 


nonhormonal anti-arthritic 


BUTAZOLIDIN: 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 


BUTAZOLIDIN “...produces more than a simple analgesic effect in 
rheumatoid arthritis." 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 
of “remission” or “major improvement.” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1: 168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 


BuTaAzoLipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
In Canada: Geigy Pharmaceuticals, Montreal 
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New Study Shows Gelatine 


Restores Brittle Fingernails to Normal 


Brittle, fragile or laminating fingernails are the 
bane of many a woman’s existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 
In a recent study’ that confirmed previous 
work? Knox Gelatine was used to treat 36 
women with fragile, brittle, laminating finger- 
nails. The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 
Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 
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Directions for making the Knox Gelatine drink in every package 


three months. Improvement, however, was noted 
after the first month. If you would like more 
complete details of this work, just use the coupon. 
1. Rosenberg, S. and Oster, K. A., “Gelatine in the Treatment of 


Brittle Nails,” Conn. State Med. J. 19:171-179, March 1955, 
2. Tyson, T. L., J. Invest, Dermat. 14:323, May 1950. 


Chas. B. Knox Gelatine Company, Inc. ' 
Professional Service Dept. SJ-14 
Johnstown, N. Y. 


Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure. 


YOUR NAME AND ADDRESS 
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for a greater margin 


security 


in corticosteroid therapy 


@ minimizes sodium retention edema 


e dietary regwation seldom necessary 


in rheumatoid arthritis: better relief-of pain, 
swelling, tenderness; diminishes joint stiffness 


intractable asthma: better relief of 
bronchospasm, dyspnea, cough; increases 
vital capacity 


collagen diseases and allergies: hormone 
benefits with decreased electrolyte side effects 


METICORTEN is available in the following forms: 
1 mg., 2.5 mg. and 5 mg. tablets 
2.5 mg. and 5 mg. capsules 


MC-J-66,1255 
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rather than cortisone 


or or hydrocortisone 


MET 


@ increased safety 
e simplified management 


@ up to 5 times more effective 


milligram for milligram 


PREDNISONE 


A permits treatment of more patients 


than cortisone or hydrocortisone, 


if 
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Reports by thousands ef physicians on 1 

Ahaye built confidence im Terramyecin 

broad - spectrum antibiotie of choice—now. 
year of successful clinieal Use, 


/ 
= 
We 
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the totally new penicillin for decisive oral dependability 


® Formulated specifically for oral use 
e Acid-stable—virtually unaffected by gastric acid 
e Alkaline-soluble—optimally absorbed in duodenum 
e Certain, high blood levels 
Supplied: Tablets, 125 mg. (200,000 units), bottles of 36; 300 mg. (500,000 units), 


bottles of 12. Also available: Tablets BicrLLIn®-VEE, 100 mg. (100,000 units) of 
benzathine penicillin G and 62.5 mg. (100,000 units) of penicillin V, bottles of 36. 
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= Starting with a can opener as key to this 
a diet, your patient has a wide choice of 
unseasoned strained or chopped foods. And 


these diet “do's” can guide him toward 
tempting, tasty dishes. 


Vary the texture for taste appeal— 


Consommé can be served hot with crisp croutons, or 
cold and jellied in shimmering peaks. Puréed vegetables 
folded into a well-beaten egg can be baked to a puff, 
or molded in gelatin. Finely chopped beef moistened 
with broth spreads for a sandwich—mixed with bread 
crumbs, it shapes into patties. Eggs can be soft or hard 
cooked by simmering—or scrambled in a double boiler. 


Serve prettily for eye appeal— 


Chopped meat can be shaped like a chop—minced 
chicken like a drumstick—before baking. And flaked fish 
in lemon gelatin looks true to nature when your patient 
uses a mold. 


White potatoes mashed with a little broth whip up 
creamy and light with cottage cheese. And mashed 
sweet potatoes made smooth with orange juice can be 
baked in the orange shells. 


Banana split salad may tempt your patient. For the 
“greens,” suggest lime gelatin shredded with a fork. 
Add a ball of cottage cheese to the split banana 
and top with puréed apricots. 


Rice cooked in pineapple juice, water, and sugar 
makes a golden dessert. And for a gay parfait— 
alternate layers of farina pudding with puréed plums. 
Then put a sparkling cube of clear jelly on top. 


Of course, you’ll want to tell your patient 
just which foods you want him to have. And these 
ideas can help him enjoy them in many ways 
that are quick, easy, and appetizing. 


United States Brewers Foundation 
Beer—America's Beverage of Moderation 
*Fou™ pH—4.3, 104 calories/8 OZ. glass (Average of American beers) 
ss ay If you'd like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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MODIFIED MODIFIED 


Made from Grade A Mitk Made from Frade A Milk. 


Jer the Bottle fe 


tance cas 
Mam 


Both forms of Baker’s Modified Milk is generally preferred because of its 
— Powder and Liquid—contain all greater ease of preparation. 
Both forms of Baker’s Modified Milk 


are supplied gratis to all hospita!s for 


requirements for complete infant 
nutrition and may be fed inter- 
changeably. 

your use. 


The Powder form is particularly 


adaptable for feeding prematures, Normal Dilutions 


and for use as complemental or sup- 20 calories per ounce 


| dt teed Liquid form—1 fl. oz. milk to 1 fl. oz. water 
plemental feedings. 
Powder form—1 Tbsp. powder to 2 fl. oz. of water. 


For routine infant feeding, the Liquid —— *u.s. Public Health Service Milk Code 


THE BAKER LABORATORIES, INC. 
Milk Products Exclusively for the Medical Profession 


Main Office: Cleveland 3, Ohio ¢ Plant: East Troy, Wisconsin 
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What makes Viceroy 


different from 
other filter cigarettes os 


ONLY VICEROY GIVES YOU THAT | 
FRESH, CLEAN, REAL TOBACCO 
TASTE BECAUSE VICEROY HAS 


4 | Many Filters 


AS THE OTHER TWO LARGEST- 
SELLING FILTER BRANDS! 


The VICEROY filter tip contains 20,000 That is why VICEROY gives you such 
tiny filters made exclusively from pure a fresh, clean taste—that real tobacco 
cellulose . . . soft, snow-white, natural. taste you miss in other filter brands. No 
This is twice as many filters as the other wonder so many doctors now smoke and 
two largest-selling filter brands, recommend King-Size VICEROYS. 


Ff ifs Ucetey you canfel/ 
the difference blindfolded! > 
ViceROY 
ing-size 
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(HYDROCORTISONE. MERCK) 


A valuable aid in 


HypRocorTONE is a practical long-term thera- 
peutic measure in the majority of patients suffer- 
ing from rheumatoid arthritis. The use of small 
doses of HyDROCORTONE in conjunction with 
conservative general measures will permit the 
safe management of these arthritics for pro- 
longed periods of time. Such a program has been 
shown to provide moderate to great relief in a 
very high percentage of patients.? In severely 
handicapped people, HyDROCORTONE plus physi- 
cal therapy will frequently allow the rehabilita- 
tion of arthritics who would not be helped 
appreciably by either measure alone. 

OTHER INDICATIONS: Still’s Disease, rheuma- 
toid spondylitis, psoriatic arthritis, traumatic 


rehabilitating the arthritic patient 


arthritis, osteoarthritis, and bursitis. 


SUPPLIED: ORAL— HypRocoRTONE Tablets: 20 
mg., bottles of 25, 100, and 500 tablets; 10 mg., 
bottles of 50, 100, and 500 tablets; 5 mg , bottles 
of 50 tablets. INTRASYNOVIAL— Saline Suspen- 
sion HyDROCORTONE-T.B.A.: 25 mg./cc., vials 
of 5 cc. Saline Suspension HybROCORTONE 
Acetate: 25 mg./cc., vials of 5 cc. 


PHILADELPHIA 1, PA 
DIVISION OF MERCK & INC 


REFERENCES: 1. Boland, E. W. and Headley, N. E., J.A.M.A. 148:981, March 22, 1952. 2. Ward, L. E., Polley, H. F., Slocumb, 
C.H. and Hench, P.S., J.A.M.A. 152:119, May 9, 1953. 3. Snow, W. B. and Coss, J. A., N.Y. State J. Med. 52:319, Feb. 1, 1952. 
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Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and at inner corner 
of heel where support is most needed. 
@ Special Supreme rubber heels are !onger than 
most anatomic heels and maintain the appearance 
of normal shoes. 


@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

@ NOW AVAILABLE! Men's conductive shoes. N.B.F.U. 
specifications. For surgeons and operating room personnel. 
@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
monufacturer. 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 
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Relax the best way 


... pause for Coke 


continuous quality 
is quality you trust 
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proof of performance 
shown by 
proof of preference 


Sealy’s Ac 


Posturepedic Mattress now 


WORLD'S LARGEST 
SELLING POSTUREPEDIC 
MATTRESS 


To patients suffering from morning backache due to sleep- 
ing on an inferior mattress or improperly fitted bedboards, 
you may suggest the Sealy Posturepedic, with confidence. 
*Accepted for advertising in the Journal of the American 
Medical Association, Sealy’s Posturepedic is now the most 
widely used mattress of its type in the world. Since it is 
correctly firm it insures proper sleeping posture, gives nat- 
ural support and complete comfort, too. For patients 
bothered by “low” morning backache, possibly caused by 
sleeping on a flabby mattress or make-shift bedboard, you 
may mention the Sealy Posturepedic knowing it is giving 
helpful relief in steadily increasing thousands of cases 

ADVERTISED 


AMERICAN MEDICAL 
ASSOCIATION 
PUBLICATIONS 


SLEEPING ON A SEALY IS LIKE SLEEPING ON A CLOUD 


SEALY MATTRESS COMPANY 
Railroad Avenue, Bluefield, Va. 
8 South Harvie Street, Richmond, Va. 
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...from Two 
Outstanding Cases 


RED LABEL 2 BLACK LABEL 
Both 86.8 Proof 


Johnnie Walker stands out in its devotion to 
quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 
And every drop of Johnnie Walker is guarded 
all the way to give you perfect Scotch whisky... 


the same high quality the world over. 


BORN 1820... 
STILL GOING STRONG 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, Inc., New York. N, Y., Sole Importer 
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in its completeness 


Each pill is 
equivalent to 


: one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


The FOR EXCEPTIONAL 
CHILDREN 


Year round private 


Thompson 
home and school for 


Homestead infants, children and 
adults on pleasant 250 
School 


acre farm near Char- 
lottesville. 


Write for booklet. 
Mrs. J. Bascom THOMPSON, Principal 
FREE UNION VIRGINIA 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Board will be held 
at Richmond Hotel, Richmond, Virginia June 
13, 1956 and the examinations will be held at 
the same hotel June 14, 15 and 16. May 13, 
1956, is the deadline for receipt of applica- 
tions for the examination and documents 
and papers to be discussed and acted upon by 
the Board. The Secretary of the Board is Dr. 
K. D. Graves, 631 First Street, S. W., Roanoke, 
Virginia. 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
In 3 Volumes 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.75 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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Rauwiloid 


Rauwiloid 


Rauwiloid 


Riker 


New Evidence 


again demonstrates the antihypertensive value of 


When Angina Complicates Hypertension 


Vou. 83, FEBRUARY, 1956 


THE ORIGINAL ALSEROXYLON 


/ In Mild Labile Hypertension 


Up to 80% of mild hypertensives respond!'...and with less danger 
of depression? than with single alkaloidal preparations. 

Easy to prescribe...uncomplicated dosage...two 2 mg. tablets 
at bedtime. 


+ Veriloi 


Single-tablet medication combines 3 mg. Veriloid (alkavervir), a 
potent hypotensive agent noteworthy for its safety,’ with 1 mg. 
Rauwiloid. High efficacy from lower Veriloid dosage, with greatly 
reduced side actions to Veriloid. Initial dose, one tablet t.i.d., p.c. 


| / In Moderate to Severe Hypertension 


Hexamethonium 


In Severe, Otherwise Intractable Hypertension 


Combines ganglionic blockade action of hexamethonium chloride 
dihydrate (250 mg. per tablet) with Rauwiloid (1 mg.) in a single 
tablet for easier, safer, ambulatory management of severe cases. 
Initial dose, 14 tablet q.i.d. 


1. Moyer, J.H., in discussion of Galen, W.P., and Duke, Alone (Orally) for T 


I f herapy of Ambulatory Patients 
.F.: Outpatient Treatment of Hypertension with with. Hypertension, A.M.A. Arch. Int. Med. 96:530 
examethonium and Hydralazine, South. M.J. 47:858 (Oct.) 1955. 

(Sept.) 1954. 


3. Wilkins, R.W.; Stanton, J.R., and Freis, E.D.: Es- 


2. Moyer, J.H.; Dennis, E., and Ford, R.: Drug Therapy sential Hypertension. Therapeutic Trial of Veriloid, a 
(Rauwolfia) of Hypertension. Il. A Comparative Study New Extract of Veratrum viride, Proc, Soc, Exper. 
of Different Extracts of Rauwolfia When Each Is Used _ Biol. & Med. 72:302 (Nov.) 1949. 


® 
Pentoxylon Each long-acting tablet contains 1 mg. Rauwiloid and 10 mg. 


pentaerythritol tetranitrate (PETN). Lessens incidence and sever- 
ity of attacks, overcomes tachycardia, calms fear and tension. 


LOS ANGELES Lowers elevated, but not normal blood pressure. Dosage: one 


to two tablets q.i.d., before meals and on retiring. 
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| 
| 
| 


New 


when patients complain of > 


unexcelled relief in nonspecific 


bestoftheold ............ .Acetylsalicylic acid. . 
potentiated by the best of thenew . . . METICORTEN ... . 0. 
augmented by... 


METICORTEN (prednisone), new Schering corticosteroid, has three to five 
times the therapeutic effectiveness, milligram for milligram, of oral corti- 
sone or hydrocortisone. Combined in SIGMAGEN with aspirin and ascorbic 
acid, it permits unexcelled maintenance of “rheumatic” relief at minimal 


dosages. 
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stiff neck + backache + charleyhorse « rheumatics 
lumbago + glass arm + devil's grip + bursitis 


tennis elbow « trigger finger + sciatica + neuralgia 


rheumatic disorders 


TABLETS 


indicated in 

muscular rheumatism + mild rheumatoid arthritis «+ myalgia 
mild spondylitis + fibrositis +» myositis + subacute gout 
pleurodynia + tenosynovitis + panniculitis + frozen-shoulder 

packaging 


Bottles of 100 and 1000. 


SIGMAGEN.* brand of corticoid-analgesic compound. 


METICORTEN,* brand of prednisone. 


*T.M. 
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when 


the condition 


requires 
a reliable 


antiseptic 


iolate 


(THIMEROSAL, LILLY) 


‘Merthiolate’ is highly active under virtually all 


conditions; is relatively nonirritating and nontoxic 


“Merthiolate’ is germicidal in dilutions up to 1:4,000 in 
serum media and is relatively nonirritating in the con- 


centrations suggested for use. It also maintains its ac- 


tivity in the presence of soaps. The fact that ‘Merthio- 
late’ is used as a bacteriostatic agent in fluids for paren- 


teral administration gives strong evidence of its safety. 


660000 
ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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Guest Editorial... . 


The Prevention of Tetanus 


HE clinical manifestations of tetanus, including trismus, risor sardonicus, opistho- 
tonos, and death were known in ancient times. These manifestations result from 
the action upon the peripheral and central nervous system of the toxin produced by 
clostridium tetanii. This organism is a spore-bearing strict anaerobe and is found 
throughout the world. It can be recovered commonly enough from the feces of both 
humans and animals. 


Clinical tetanus fortunately is entirely preventable. The antigenic property of small 
amounts of tetanus toxin has been known almost since the discovery of the tetanus 
bacillus and it was this property of the toxin which led to the production in horses 
and other animals of tetanus antitoxin. Ramon, in 1925, showed that a modified toxin 
could be used safely in humans to produce active immunity against tetanus toxin. Since 
this discovery increasing numbers of people have been actively immunized. The enor- 
mous degree of protection afforded by this means was strikingly demonstrated in World 


War II. 


Since the clinical manifestations of tetanus are, during peacetime, nearly always 
a complication of a trivial injury, the great benefit to be derived from the active im- 
munization of individuals is obvious. In the majority of the patients suffering from 
tetanus, the initial injury was so trivial as not to have warranted attention from a 
physician. Obviously only a very small proportion of the many who suffer the minor 
trauma of getting a splinter in the hand or foot consult a surgeon; yet this is one of 
the commonest precursors of tetanus. 


Tetanus antitoxin, usually prepared in horse serum, has been widely used as a 
prophylactic agent in the treatment of injuries. If used in adequate dosage and if 
the individual is not sensitive to the foreign protein involved, a measure of prophylaxis 
will be obtained. But for the reason just given, namely that many individuals who 
incur tetanus have not had, in their opinion, an injury of sufficient magnitude to war- 
rant medical care, it is certain that tetanus antitoxin will often not be employed when 
it is most needed. It is in such situations that active immunity is of the greatest 
value. 


In recent years it has been the practice of Public Health Departments of most 
communities to administer tetanus toxoid in conjunction with diphtheria toxoid to infants 
and young children. There is also, in our pepulation, a large group of people who are 
veterans of the armed forces and they, too, have been actively immunized. Although 
sufficient time has not elapsed to permit anyone to demonstrate that this is a per- 


manent immunity, recent investigations have shown that the immunity lasts upwards 


of ten years, and that actively immunized individuals possess, during 
ability to respond rapidly and adequately to a booster or stimulating 
toxoid. 


this period, the 
dose of tetanus 


The practice of actively immunizing individuals against tetanus should be extended 
as rapidly as possible to our entire population. This should be one of the objectives 
of the Civil Defense Program. 


Meanwhile, those who live in rural areas and, in par- 
ticular, individuals who work with cattle, horses, and other barnyard animals should 


be especially urged to avail themselves of the protection afforded by active immunization 
against tetanus. 


It is clear that a booster dose of tetanus toxoid once every ten years 
will preserve the immunity. Future investigation will have to determine whether even 
this be necessary, and whether the booster dose usually given to a previously immunized 
individual at the time of treating his injury is really necessary. 


It is also important to know that there is a readily available supply of potent 
tetanus antitoxin to be used in treating patients with tetanus who are hypersensitive 
to horse serum. This supply is in the plasma of immunized individuals, which will 
contain upwards of 10 units per milliliter if the donor has had a recent booster injection. 


Epwarp S. Starrorp, M.D. 


Editor's Note: Dr. Stafford is Associate Professor of Surgery, The John Hopkins University 
School of Medicine, and Director, Surgical Clinics and Surgeon-in-Chief, Emergency Depart- 
ment, The Johns Hopkins Hospital. 


Let’s Reminisce! 


In the May 1874 issue of the Virginia Medical Monthly, the Church Institute of 


Richmond announced its opening for the reception of all sick, needing medical or 
surgical aid. 


Public Wards—$6.00 per week 


Private Rooms—$10.00 to $25.00 per week (Prices vary according to the gravity 
of the disease). 


In an operation for abdominal section—removal of tumor—*‘the patient laid upon 
her back four weeks. She sat up at the end of six weeks. She walked the tenth week.” 


The Medical College of Virginia has 14 graduates in medicine and 2 in pharmacy. 
The University of Virginia has 16 graduates in medicine. 
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Maternal Mortality 


Omissions and Commissions 


HE medical background and the advancement of 

medical practice in Virginia has been beautifully 
recorded.! Until recently similar efforts have been 
less evident in North Carolina, although it is re- 
corded? that in ‘“‘Lane’s Colony” (the “Roanoke Hun- 
dred”) who in August, 1585, built Fort Raleigh on 
Roanoke Island, there were included “‘apothecaries 
and a physician,” but this colony remained only a 
few months. The first permanent English colony 
came to Roanoke Island two years later, July, 1587, 
and within weeks two dramatic events occurred, the 
first recorded Protestant baptism (Manteo, the friend- 
ly Indian) and the birth, on August 18th, of a 
daughter to Ananias and Eleanor White Dare, the 
first child of English parents born in America. There 
being no doctor in this colony, the delivery must have 
been attended by another member. The parents, 
probably in an effort to nullify the father’s given 
name and with an eye toward history, had the good 
judgment to name the child Virginia. Although the 
‘Province of Carolina’ was founded with ‘‘a certain 
laudable and pious desire as well as enlarging the 
Christian religion,’ Governor Spottswood and Colo- 
nel Rhett had some doubts as to the fruit. After 
“Blackbeard” (Edward Teach) and Major Steve 
Bonnet were killed, some forty “Carolina pirates” 
were hanged in Charleston and nine in Virginia. 
North Carolina was known to its neighbors in the 
North and South. Fortunately, the experience in 
medicine and medical education was brighter. North 
Carolina is indebted to both sister states for their 
contributions in terms of doctors and doctor educa- 
tion. 

The discussion of obstetric problems encountered 
in an adjoining state should prove mutually bene- 
ficial. Probably the greatest influence in helping 
insure judicious conservative obstetrics in our state 
has been the prodigious effort of the Maternal Mor- 
tality Committee of the North Carolina Medical 
Society. In evaulating faulty omission and inju- 
dicious commissions a_ statement of 
definition is in order. 


criteria and 

This Committee, like all such 
From the Depa:tment of Obstetrics and Gynecology, 

University of North Carolina, School of Medicine. 


Presented at the annual meeting of The Medical So- 
ciety of Virginia, Richmond, October 18, 1955. 
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ROBERT A. ROSS, M.D. 
Chapel Hill, North Carolina 


commissions, has a duty regulated by definite rules, 
the most stringent of which is: In the opinion of 
the reviewing board, was the death preventable? It 
is emphasized that the decision is made on the basis 
of the “ideal” situation; a death is considered pre- 
ventable if it “probably” could have been avoided 
by the application of ideal standards of medical care. 
This has penalized the doctor, but the doctors under- 
stand that this thoroughly critical and impersonal 
approach allows scrupulous analysis. It is recog- 
nized that there are other important factors which 
contribute to morbidity and mortality, factors which 
are at times difficult to disassociate from medical 
care. In these cases considered preventable the 
responsible factor in preventability was sought. One 
such factor was assigned to each case, physician, 
patient-family, midwife or facilities. If the respon- 
sible factor lies with the physician, it was further 
subdivided into the four factors of diagnosis, judg- 
ment, technique and management. If multiple fac- 
tors are present, the Committee selected the one 
which seems most directly responsible for the death. 

A maternal death is defined as any death, regard- 
less of cause, occurring during pregnancy, or within 
six months after the termination of pregnancy. All 
maternal deaths are divided into “obstetric” and 
“non-obstetric” deaths. A non-obstetric death is 
one in which the major cause of death is in no way 
related to the pregnancy. There are three general 
groups where the major cause of death is: 

1. Direct obstetric complication, such as abortion, 
ectopic pregnancy, hyperemesis, postpartum hemor- 
rhage, toxemia, pulmenary embolism and anesthesia. 

2. Diseases which are aggravated by physiologic 
changes in the demands of pregnancy, such as renal 
or hepatic disease, tuberculosis, and pneumonia. 

3. Diseases which lead to obstetric complications 
or necessitate obstetric intervention, for example, 
acute peritonitis following appendicitis leading the 
abortion or premature labor. Also included as “other 
obstetric causes’ are such unusual conditions as 


chorionepithelioma, hemorrhoidal 


ruptured varix, 
drug sensitivity and poisoning due to abortifacient 
listed. 


The Committee has studied the records of over 
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1700 maternal deaths and the first thousand reported 
in detail;* in addition, Donnelly* has reviewed the 
still-birth rate in this series. The publication of 
these data in some fifty related articles, the wide- 
spread distribution of this information, the enormous 
amount of correspondence with doctors, hospitals, 
clinics and agencies throughout the state all in con- 
nection with the diligent work of this Committee 
has increased interest in maternal morbidity and 
mortality. 

The physician was noted as the “preventable fac- 
tor’ in approximately 55 per cent of the maternal 
deaths. The assigned causes of death and their ratio 
are familiar to doctors in both of our states.6 The 
toxemias were first ranking with 26 per cent; hemor- 
rhage is second with 25 per cent, followed by embo- 
lism, infection and cardiac disease, each approxi- 
mately 7 per cent, anesthesia caused 2.5 per cent 
of the deaths, other obstetric causes 10 per cent and 
non-obstetric causes approached 15 per cent. 

The cause of eclampsia is not known, an accumu- 
lation of related data would seem to indicate there 
probably is no single cause; the parallels of mal- 
nutrition, dietary, racial and sociologic background, 
infections and systemic diseases all participate, and 
hypertension and vascular and renal diseases are 
associated with the tendency to pre-eclampsia, which 
may become true eclampsia. In practically all cases 
we find inadequate or no prenatal supervision. In 
treating this syndrome, sedation is generally accepted 
as the initial basic therapy. Later fluid balance, 
intake and output, is regulated, followed by induc- 
tion of labor and delivery. Greater chance of error 
lies in either undue haste or injudicious delay in 
attempting delivery. The former is more frequent. 
Caesarean section in eclampsia has followed an in- 
teresting curve. At present with blood banks, anti- 
biotics and other adjuncts, use of the operation is 
increasing in frequency as definitive therapy; it has 
always been popular when a surgeon is the obstetric 
consultant. Where we find several modes of treat- 
ment being used in the management of a disease, 
The best 
treatment of the texemias is prevention by adequate 


all are usually equal in their effectiveness. 


prenatal care, close supervision and hospitalization 
and termination of pregnancy when the patient’s life, 
or, we believe, health is in danger. The institution 
of this regimen is wise in the management of all 
types of toxemia of pregnancy; age, parity, patient’s 
desires are factors which must be considered. In 
addition, in this series of studied cases the toxemias 
were thought to be a contributing factor in the cause 


of death in 8 per cent of those listed under other 


46 


causes, 


We do know that the duration of the symp- 
toms of toxemia reflects unfavorably in the patient’s 


longevity. Fortunately, the toxemia incidence is 
decreasing. 

“Hemorrhage” as a cause of death remains fairly 
constant. The usual background of placenta previa, 
abruptio placentae, ruptured uterus, operative inter- 
ference, both vaginal and abdominal, and abortion 
follows average figures, but the analysis of deaths 
from ectopic pregnancy is revealing. In approxi- 
mately 50 patients dying from hemorrhage associated 
with ectopic pregnancy only half had surgery of any 
type, confirmation procedures were seldom used and 
transfusion, if used at all, was delayed, for various 
ascribed reasons, until too late. It is disturbing to 
find 6 patients in 5 years pronounced dead from 
intrapartum and postpartum hemorrhage when first 
seen by a physician. Recently, the mechanism of 
blood clotting has been more extensively re-studied 
and the condition of hypofibronogenemia emphasized 
in postpartum hemorrhage. In reviewing these deaths 
from hemorrhage, Donnelly could find only 4 pos- 
sible cases and actually only one that appeared valid. 
It is a rare condition but should be borne in mind. 
Crude tests for blood clotting are at hand and blood 
fibrinogen determination are now available in most 
centers. Whole blood, plasma and commercial fi- 
brinogen are used in combating the condition. For- 
tunately, the increased number of small blood banks 
in modest centers and larger blood banks in every 
section of the state is favorably influencing the death 
rate of hemorrhage from all causes. Now that four 
national agencies have joined with the Red Cross 
in the “blood program,” a more favorable distribu- 
tion should be assured. 

Anesthesia and analgesia certainly have a place 
in the management of labor, yet obstetric anesthesia 
has always been regarded in a somewhat casual 
fashion. The night supervisor, delivery room nurse, 
spare house officer, available doctor and even the 
doctor conducting the delivery are variously called 
on for the important function of giving “the anes- 
thetic”. This inept, though at times necessary, prac- 
tice can account for 2.5 per cent of maternal deaths. 
We fcund nine instances of death where spinal 
anesthesia was given by the doctor himself because 
“no anesthetist was available,” a surgical dose being 
used in five cases. Neither the doctors nor the hos- 
With the 
increase in physician and full time anesthetist, the 
cbstetrician now has a fully sympathetic ally and 
can expect a reduction in the incidence of this tragic 
occurrence, 


pital are happy with such a condition. 
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In a background which predisposes to toxemia we 
are likely also to find an increase in all types of 
infection. In obstetrics this is especially true. Al- 
though the antibiotics and blood availability have 
markedly reduced the mortality rate in puerperal 
infection, it remains a constant hazard accounting 
for approximately 20 per cent of the total. It is 
unnecessary to dwell on the cause; the treatment is 
known to all. Eternal vigilance and the maintenance 
of an “aseptic conscious” greatly relieve the doctor’s 
responsibility. 

embolism from 


It is most difficulty to disassociate 

infection; a number of deaths 
ascribed to “embolism” certainly have infection as 
a background. In spite of every effort, this tragic 
complication cannot be entirely eliminated. 

Obstetric deaths from causes other than the major 
ones described can be further reduced, often anti- 
cipated, sometimes prevented, but the zero “none” 
hardly achieved.® 

Maternal mortality and the welfare of the obstetric 
patient cannot be judged in terms of medical care 
alone. Our maternal mortality committees take this 
into consideration in trying to place responsibility. 
In all the many millions spent in programs for 
saving and maintaining life, maternal welfare is at 
the bottom of the list. Special funds for the medical 
care of pregnant females are practically unknown and 
general funds give no consideration for this type 
patient. (There are 8, to 10,000 midwife deliveries 
each year in North Carolina and the mortality rate 
is twice as great in such deliveries.) It is our firm 
belief that once a patient is admitted to a hospital 
she receives as good care in our geographic area as 
elsewhere. In 1924 there were only 71 hospitals with 
2186 beds, no blood banks or health centers. In 
1947 there were 115 hospitals and health centers with 
9,636 patient beds and 9 blood banks; in 1951 the 
numbers had increased to 248 hospitals and centers 
containing 13,700 beds with 52 blood banks. Since 
1952 the number of new hospitals and centers has 
shown slight increase, and the hospital beds and 
blood banks have greater numbers and a much better 
distribution. To help patients avail themselves of 
competent care we consider secendary highways, all 
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weather rural roads, communications of all sorts, 
improved farming methods, participation by city, 
county and state medical groups in maternal welfare 
programs, an available blood bank in every com- 
munity and other socio-economic factors just as 
important to the patient’s welfare as some profes- 
sional certifying agencies. Developing, encouraging 
and assuring better maternal care should also be 
In North 
Carolina the Maternal Mortality Committee has been 
largely responsible for the following: 


classified as “physician responsibility”. 


1. A substantial reduction in the maternal mor- 
tality rate, more favorable than the general decrease 
recorded throughout the United States. (In 1932-36 
the rate was 71.1 per 10,000 live births; in 1941-45 
it was 33.0; in 1949 it was 11.8 per 10,000 live 
births. Since 1951 a review of the last 700 deaths 
shows decrease in total maternal deaths with a rela- 
tive increase in non-obstetric deaths.) 

2. An increase in requesting and using consultants. 

3. A greater consciousness on the part of the 
“hospitals” of the necessity of an organized and 
functioning obstetric staff. 

4. Increased interest by the anesthesiologist in 
anesthesia and analgesia of the obstetric patient. 

5. Widespread distribution of blood bank service. 

6. Recognition of socia-economic, dietary and 
hereditary factors and associated systemic diseases 
as definite influences that may alter the course of 
the pregnant female. 
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URING the past few years there has appeared 
in the literature a number of sporadic reports 
on the occurrence of a relatively rare type of tumor 
of the female genital tract, namely, the so-called 
mixed mesodermal tumor. The first neoplasm of 
this type to be reported was an uterine chondrosar- 
coma which was described by Wagner in 1851. Due 
to the numerous variations in the histological struc- 
ture, there exists today some confusion as to which 
tumor should be included in this group of neoplasms. 
Theoretically, whenever a growth occurs in the uterus 
or cervix which contains at least one mesoblastic 
tissue that is foreign to the female genital tract, then 
such a tumor should be called a mixed mesodermal 
tumor. 

Due to the infrequency of such lesions, and ac- 
cording to Emil Novak," “our knowledge of the 
whole group is still rather woefully incomplete,” and 
since there is some difference of opinion in regard 
to treatment and prognosis of this type of neoplasm, 
the author believes that case reports should continue 
to be presented. 

Case History.—A.W., Medical College of Virginia 
(St. Philip Division), case #B-20-34-71 was a 52 
year old very obese single colored nulliparous female 
beautician, complaining of continuous vaginal bleed- 
ing for three weeks when first seen in the office on 
August 12, 1954. 

Her menarche began at age 13, occurring every 
28 days and lasting 4 days. Two years ago she had 
a gradual menopause with her periods becoming irreg- 
ular, skip; ing as much as four months at a time 
and accompanied by very slight hot flashes. She 
also noticed that she was passing small dark blood 
clots abcut the size of a nickel. During the past 
three months the vaginal bleeding became foul smell- 
ing, more profuse, almost continuous, with only a 
couple cf days each month free of any bleeding. 
A number of blood clots the size of an orange were 
passed. 

In 1924, twenty years ‘ago, she had surgery, and 
at that time she was told that because of a tumor 
her uterus and her appendix were removed. ‘As 
proven later, her uterus was not removed. ) 

In 1941, she was treated with sclerosing injections 


for varicose veins of both legs. She did not give 


any history of ulceration of her legs, but did notice 
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Mixed Mesodermal Tumors of the Uterus 


HYMAN CANTOR, M.D. 
Richmond, Virginia 


a progressive thickening of the skin of the ankles. 

There was no family history of cancer or tumors. 
The rest of the past history and systemic inquiry 
was non-contributory. 

The admission of this patient was delayed about 
6 weeks because the patient refused to go in the 
hospital while the vaginal bleeding was profuse. In- 
stead she elected to stay at home in bed. 

Examination on admission showed a very obese 
medium statured colored woman, weighing 235 Ibs., 
who appeared her stated age of 52, and was in no 
apparent pain or distress. Her obesity seemed to be 
more prominent in her breasts, abdomen and thighs. 
The abdominal fat rolled over as an extra fold on 
the symphysis pubis. A lower midline scar extended 
from below the umbilicus to a puckered area just 
above the symphysis pubis. Abdominal exam. was 
not completely satisfactory because of the extreme 
obesity. A firm non-tender indefinitely outlined solid 
mass in the left side of the abdomen extended up to 
the umbilicus. There was tenderness in both lower 
quadrants but no rigidity on deep palpation. The 
vagina was very deep and on bimanual examination, 
the abdominal mass seemed to be continuous with 
the uterus. The uterus which could not be com- 
pletely outlined seemed to be limited in its mobility 
by adhesions. The cervix was soft and patulous. 
A firm nedular mass could be felt in the left fornix 
and in the posterior cul-de-sac. The right fornix 
could not be examined well. Vaginal speculum 
exam. showed large amount of foul smelling old 
blood and nothing could be seen protruding through 
the cervix except cld blood. There was no dependent 
edema. The skin of both ankles for about 4”, in- 
volving the entire circumference, was markedly thick- 
ened, wrinkled and leather hard. The posterior tibial 
and dorsalis pedis pulsation could not be felt in 
either leg on account of the ichthyosis. There was 
good arterial pulsation of the popliteal and femoral 
on both sides. The rest of the physical exam. was 
essentially negative. 

Laboratory findings on admission: Hemoglobin— 
10.5; Urine—Specific gravity 1016, Rare W.B.C., 
otherwise negative. 
B.U.N.—10. 

On November 18, 1954, the day following admis- 
sion to the St. Philip Division of the Medical Col- 


Fasting blood sugar—77, 
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lege of Virginia Hospital, the patient was taken to 
the GYN. Exam. Room and the vagina was evacuated 
of foul smelling blood. No tumor or tissue pro- 
The cervical canal was 
patulous and contained friable tissue which was 
removed with a Bozeman dressing forceps. The 


truded into the vagina. 


immediate frozen section report of the tissue was 
malignancy. My clinical impression was either 
leiomyo-sarcomatous degeneration of a fibroid tumor 
or carcinoma of the endometrium with coexisting 
fibroid tumors. Just before the operation on Novem- 
ber 19, 1954, was started, the permanent section 
report was “Sarcoma of the Uterus, type undeter- 
mined.” It was then decided not to insert radium 
in the patient but to go ahead with the major surgery. 
The old abdominal wall cicatrix was removed and the 
very old inflammatory intestinal and pelvic adhesions 
were freed. Even the bladder and its peritoneal re- 
flection were firmly stuck to the anterior surface of the 
uterus. The liver surface was inspected and found 
free of any nodules. The uterus and its many leiomy- 
omata varied in size from 1 to about 10 cms. The 
uterus and one of the larger fibroids were strikingly 
abnormally soft, suggesting degeneration. On exam- 
ining the uterus after completion of the operation 
of the total abdominal hysterectomy and left oophorec- 
tomy, one could express with ease through the cervix 
degenerated brain-like material. An unidentifiable, 
elephantitic round ligament-like structure measuring 
9 x 2.5 x 2 cm. attached to the left side of the uterus 
was removed with it, was identified later by the 
A cm. 
spherical mass removed from the omentum was later 


pathologist as ovary with metastatic tumor. 


reported by the pathologist as blood clot and fat, 
and no malignancy. 

No fallopian tube or right overy was found. Evi- 
dently these were removed at previous operation 20 
years ago. After the uterus and attached tumors were 
removed, the aorta was palpated and found to be 
accompanied by several firm lymph nodes varying 
in size from 1 to 3 cm. None of these nodes were 
removed. There was a great deal of difficulty in 
peritonealization. It was necessary to suture the 
bladder peritoneum to the serosa of the sigmoid, 
because the entire pouch of Douglas had hardly any 
peritoneum. An attempt was made to overcome 
this by filling up the pelvis with remaining sigmoid 
and thereby hoping to keep out small bowel. ‘The 
patient had 2000 c.c. of citrated whole blood and 
stood the procedure very well. It was estimated that 
the patient lost 1500 c.c. of blood during the opera- 
tion. 


The final principal pathological diagnosis was 
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malignant mixed mesodermal tumor of the uterus 
containing an intermixture of carcinoma and rhab- 
domyosarcoma with metastasis to the left ovary and 
multiple leiomyomata. 


PATHOLOGY REPORT (#S-54-8558) 


By Dr. S. K. Boyd and Dr. Saul Kay, Chief of 
the Department of Surgical Pathology— 

Gross Description: One specimen labeled the cuff 
from the vagina measures 3.5 x 2.5 x 1 cm. It is 
covered on one side by what looks like vaginal 
mucosa. This is a fairly firm pink piece of tissue. 
Another specimen which is unidentified and sep- 
arately received measures 9 cm. in length and 2.5 
in width and 2 in thickness. 


be grossly identified. 


The specimen cannot 
The cut surface shows a more 
or less uniform gray with a few tiny brownish regions 
which range in size from 1 to 2 mm. The main 
specimen is a uterus with numerous large fibroids 
both pendunculated and intramural. Careful exam- 
ination of the specimen does not show the adenexa in 
any location. The entire mass measures overall 
19 cm. in length, 16 in width, and 10 cm. in thick- 
ness. The cervix is no longer recognizable as such; 
however, it now consists of a cauliflower, fungating 
friable mass of tissue, which is necrotic, and meas- 
ures 6 cm. in diameter. On opening the uterine 
cavity insofar as the wall of the uterus can be de- 
termined, it measures up to 2 cm. in thickness in some 
regions. The uterine cavity is filled with a fungat- 
ing necrotic cauliflowered tumor mass which occupies 
Mul- 


tiple sectioning of the myometrium shows numerous 


the entire surface of the lumen of the uterus. 


spherical tumor masses, which on cut section show 
interlacing whorls of firm whitish tissue. One of 
these is fully pedunculated and measures 7 cm. in 
diameter. The second which has a rather broad 
peduncle measures 9 cm. in diameter. The re- 
mainder of the tumor masses range in size from 1 cm. 
up to the dimensions listed above. 

Microscopic Description: Examination of the 
spherical tumor masses shows that they are composed 
of interlacing whorls of smooth muscle and connec- 
tive tissue, which characterize a multiple leiomyomata 
of the uterus. Examination of the sections from the 
posterior vaginal cuff does not show any evidence 
of tumor infiltration. Examination of sections irom 
the odd piece of tissue which was included along with 
the specimen show that the tissue is ovary and there 
are many nests of tumor cells which are rather small 
in the ovarian stroma. Numerous emboli of tumor 
cells are noted in the lymph channels of the ovary. 


It is understood that this piece of unidentified tissue, 
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Fig. 1.—Sagittal section of uterus to show leiomyomatous nodules 
endometrial carcinoma on the surface and sarcomatous stroma 
at extreme left of photograph. 


Fig. 2.—Microscopic features of glandular and papillary 
earcinoma of the endometrium. 


® 


4 
kig. 4. —Area within the cervix to show carcinomatous glands 
surrounded by sarcomatous stroma, 


Fig. 4.—High power view to show details of rhabdomyoblasts. 
Note nuclei in tandem. 


Fig. 5.--Details of one rhabdomyoblast to show well Fig. 6.—Metastasis in Ovary. Note that it is of the 
defined cross-striations. epithelial variety. 
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that is, previously unidentified tissue was removed 
from the left side so it must constitute the left ovary 
which shows extension of the tumor. Gross exam- 
ination of the body of the uterus shows that the tumor 
which heavily infiltrates the lumen of the uterus 
does not break through the wall in any region. Sec- 
tions of the endometrial area show a glandular type 
of carcinoma which is poorly differentiated with the 
nuclei of the tumor cells, varying in size, shape and 
staining and many showing extreme variation with 
hyperchromia and numerous mitosis. However, in 
some regions the lumen formation is fairly well pre- 
served. 
cells. 


a sarcomatous change in the cervical stroma charac- 


In others, there are solid sheets of tumor 
Examination of sections from the cervix shows 


terized by variation of the nuclei in size, shape and 
staining, and a number of bizarre mitosis in the 
cervical stroma. On examination of additional sec- 
tions with special stains of the cervix, it is noted 
that the nuclei show extreme variation in the cervical 
stroma in size, shape and staining. There is hyper- 
chromia of many nuclei and mitosis are plentiful 
in all fields. 
which show both lateral and longitudinal striations 


In several regions elongated cells 


are found which indicate that the tumor is of meso- 
dermal origin and contain elements of striated muscle 
which place it in the category of rhabdomyosarcoma. 
Actually this tumor is usually referred to as a milig- 
nant mixed mesodermal tumor. 

The tumor cells show the characteristics of 
mixed mesodermal tumor which has its origin in the 
cervix. While it is noted that the posterior vaginal 
cuff shows no evidence of extension of the tumor, 
the lymphatics in many of the sections of uterus, 
While it is 


noted that there is direct extension only to the ovary, 


cervix and ovary show tumor emboli. 


the numerous tumor cells in the lymphatics make a 
general spread more or less certain. 


PATHOLOGICAL DIAGNOSIS: 


Malignant mixed mesodermal tumor of the uterus 
with metastasis to left ovary—Leiomyomata of uterus 
(multiple )—Chronic cervicitis 

Frequency: As for the frequency of these tumors, 
in 26,114 gynecological cases at the Charity Hos- 
pital of New Orleans,* 21 cases of mixed mesodermal 
Webb! reported 
13 cases of mixed mesodermal tumors and 22 leiomyo- 


tumors of the uterus were found. 


sarcomas in a review of all the hospital admissions 
at the University of California and San Francisco 


Hospital from 1918 to 1952. The 13 cases of mixed 


mesodermal tumors included 5 carcinosarcoma. Ap- 


proximately 4° of the malignant tumors of the uterus 
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appear in the form of sarcoma. The usual forms of 
sarcoma are most apt to appear in the fibromyomata. 
Of all the uterine tumors, sarcoma represent approxi- 
mately 1%. 

Age: In considering the age incidence, the site 
of the growth of the mesodermal mixed tumor is of 
importance. Almost all the vaginal tumors occur 
in children or infants. Wurtz,” in his series of 18 
cases, found that those mixed mesodermal tumors— 
arising from the cervix are most frequent in women 
in active menstrual life, and those of the body of the 
uterus are usually in the post-menopausal period. 
Meikle* and others found a similar incidence of these 
tumors. In a recent report from the Mayo Clinic, 
Symmonds* and Dockerty found that the average 
corporeal mixed mesodermal tumor occur in patients 
about 61 years of age. 

Parity: Of the 14 cases of Wurtz!! in the child- 
bearing or older ages, 7 were nulliparous, 5 were 
primigravida, and 2 were nulliparous. In the Mayo 
Clinic* group of 19 cases, 13 were married and 11 
had borne viable offspring. 

Previous Irradiation: Corscaden® noted that there 
was 3.4 times as many carcinomas of the cervix and 
the corpus in women who had been irradiated pre- 
viously than was to be expected in a similar group 
of patients who had no irradiation. Symmonds® and 
Dockerty report a history of menopause by irradia- 


In We bb’s 


series 11.9% of the endometrial sarcoma of all types 


tion in 5 patients with carcinosarcoma. 
had previous irradiation. The lapse of time between 
irradiation and the appearance of a sarcoma was 
3-16 years. Thus it appears that the sequence of 
events in these and other reports represent an in- 
cidence of malignancy changes too high to be coin- 
cidental. Perhaps one could postulate that patients 
with abnormal bleeding severe enough to require 
irradiation might fall into a category with an inherent 
tendency to develop malignant types of neoplasms. 

Presenting Complaints: The most common pre- 
senting symptom appearing in these patients is ab- 
normal bleeding, either meno-metrorrhagial or post 
menopausal. In many instances, tissues would be 
passed from the vagina, or especially in infants, 
a mass might present itself at the introitus. Amongst 
other symptoms were foul leukorrhoea, pelvic pain 
and a rapidly enlarging abdominal mass. 

Physical Examination: It is not unusual to notice 
a polypoid mass in the cervical os, or a mass in the 
vagina in patients with mixed mesodermal tumors 
of the uterus. Enlarged uterine, pelvic or abdominal 
masses may be found on bimanual examination. Only 


on rare occasions is a sarcoma suspected preopera- 
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tively because of unusual rapidity of growth of a 
previously existing fibromyoma. In most instances, 
the diagnosis is not suspected until histological study 
of the surgical specimen has been made. 

Gross Pathology: The peritoneal surface of the 
uterus is usually smooth and nodular. Spread into 
the surrounding structures is usually by direct ex- 
tension which is not infrequent. The masses are 
likely to be polypoid, glandular and sometimes lobu- 
lated. ‘The pedicles of these polypoid masses may 
be narrow or broad and the most frequent site of 
attachment is the posterior wall of the corpus. The 
external appearance is fleshy, grey, and there may 
be yellow, red or brown soft necrotic regions. Fatty 
masses in cartilagenous areas have been observed. 
In the sarcoma bhotyroides the masses are grape-like, 
presenting through the cervical os. The cut surface 
reveals a brain-like consistency and there may be 
a gelatinous focus of myxomatous tissues. 

Histological Features: Mixed mesodermal tumors 
of the uterus present malignant tissue which is 
dysosteogenetic. This heterotopic tissue may take the 
form of malignant striated muscle, cartilage, myxo- 
matous tissue, fat and bone. ‘There is some con- 
troversy amongst pathologists as to whether striated 
muscle or embryonic striated muscle fibrils have to 
be present to fit the criterion of being included in 
the type of tumor. The bulk of many of these neo- 
plasms consist of highly malignant fibrocellular or 
fibromyxomatous tissue. Pleomorphism, small and 
large round cells and spindle cells intermingling with 
elements possessing anastamosing processes were 
present. Giant forms with eosinophilic cystoplasm can 
also be found. Blood vessels are abundant and 
thin-walled. Carcinoma with their usual glandular 
pattern are quite prevalent. 

Metastases: The spread of these tumors is by 
direct extension, blood stream and lymphatics. The 
sites of metastases are the pelvic viscera, regional 
nodes, retroperitoneal areas, pulmonary, hepatic, 
pericardial and pleural regions. 


TREATMENT 


The minimal treatment should be total abdominal 
hysterectomy and bilateral salpingo-oophorectomy. 
As for local excision, this represents inadequate treat- 
ment as prompt recurrence and a fatal outcome oc- 
curred following local excision in every case in the 
Mayo Clinic series. Local excision is advisable only 
in those cases in which the tumor is necrotic and 
prolapsing in an inoperable case with an offensive 
discharge. Local excision is also performed in prep- 
aration for more extensive surgery in cases in which 


the bleeding is uncontrollable. There is some con- 
troversy as to the value of post-operative irradiation, 
However, in order to utilize every possible means of 
therapy at our disposal, the irradiation should be 
employed as an adjunct to surgery, especially in these 
cases in which carcinomatous components are pres- 
ent. Vaginal hysterectomy should be considered for 
elderly patients who constitute poor risks in prefer- 
ence to reliance on radiation therapy only. Vaginal 
tumors always require radical surgical procedures, 
namely, total hysterectomy with partial or total vagi- 
nectomy and eventration. Ulfelder? and Quan re- 
ported a case of a mixed mesodermal tumor in a 26 
month old girl in whom an abdominoperineal hyster- 
ectomy and vaginectomy was performed. This pa- 
tient was alive 5 years after surgery. In regard 
to nitrogen mustard therapy, Sternberg® had no suc- 
cess with the use of this modality of treatment in 
2 cases. In 1923, Masson’ recommended a modified 
Wertheim for a sarcoma of the uterus. However, at 
the present time there is a difference of opinion as 
to whether a pelvic lymphadectomy should be per- 
formed as part of the surgical procedures in these 
cases. The New Orleans Group* are in favor of the 
radical Wertheim. However, Thomton! and Carter 
and others do not believe that lymph node dissection 
is warranted. 
PROGNOSIS 

The mortality rates have been quite variable in 
numerous clinics. ‘There have been reports of as 
high as 90-95%. However, Symmonds and Dockerty 
have reported 4 cases alive from 9-19 years, and two 
of these four revealed histological sections with 
rhabdomyosarcomas with definite striated cells. 
Wurtz!" reported 6 patients who were alive 38.3 
months after the onset of symptoms and 35.5 months 
after the initiation of treatment. There have been 
other reports of survival of varying periods of time 
following therapy. Thus the prognosis in these cases 
is not completely hopeless, and if there is no serosal 
or appreciable extension of the tumor, there may be 
some chance of a cure in these patients regardless of 
the cellular constituents of the tumor. 


HIsTOGENESIS 

Until recently as many as 119 different names have 
been designated to this type of tumor. As to the 
histogenesis of these neoplasma there is no agreement 
on the part of pathologist to explain the heterotopic 
appearance of these tissues which are foreign to the 
female genital tract. Pfannensteil was of the opinion 
that these tumors originated from the stroma of the 
endometrium that underwent metaplasia. Sternberg 
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has also been a proponent of this theory in that he 
believes that the mixed tumors originate from the 
muelleris tract and have their specific origin in the 
stroma immediately beneath the epithelium of the 
lumen of the uterus or endocervix. The mere fact 
that this stroma can develop into a decidua under a 
progestational influence is significant of the pleuri- 
potentiality of this type of cell. Under appropriate 
stimuli the stroma can apparently give rise to all the 
histological elements appearing in these tumors. In 
fact, in Sternberg’s series, a number of cases were 
first diagnosed as endometrial sarcomas, and subse- 
quent studies revealed the presence of carcinomas, 
Mar- 
chand believes these tumors arise by way of meta- 


rhabdomyosarcomas, chondrosarcomas, etc. 
plasia from smooth muscle cells. Cohnheim postu- 
lates that in all tissues there are immature cell rests 
which are constantly ready for replacement when 
repair takes place after injury and tumor formation. 
Thus it is theorized that the very primitive smcoth 
muscle cells could alter their course of development 
and become striated muscle. Shapiro agrees with 
Wilson’s theory, namely, that striated muscle tissue 
arise from primitive mesodermal tissue and is carried 
down in the descent of the Wolffian Duct. The 
author believes that the two most convincing explana- 
tions for these tumors in the female genital tract are, 
first, the theory of Sternberg in which he maintains 
that these tumors arise from neoplastic influences 
in the subluminal stroma of the endometrium and 
endocervix, and, second, that there are some mixed 
mesodermal tumors which conceivably could arise 
from a metaplasia of immature cell rests. 


TERMINOLOGY AND CLASSIFICATION 


These tumors may appear in various combinations. 
Barnes" suggested the terminology of carcinoma sar- 
comatorides for carcinoma with histological charac- 
teristics of sarcoma, carcinosarcoma for intimate mix- 
tures, and carcinoma plus sarcoma when the two 
separate tumors could be demonstrated. 
offered four explanations: 


Ewing" 
First, simultaneous oc- 
currence of two separate tumors could take place. 
Second, two tumors might arise separately, but one 
may invade the other later. Third, at the point where 
a submucous or intramural senoma meets the endo- 
metrium, a carcinoma could secondarily develop. 
Finally, it is conceivable that the glands in sarco- 
Hill® 
and Miller applied the following terminology to this 
type of tumor: 


matous polyp may become carcinomatous. 
1.—Mesenchymoura. 2.—Mesen- 
chymal sarcoma. 3.—Malignant mesenchymoma. 
4.—Combined mesenchyrnal sarcoma and carcinoma. 
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5.—Dysosteogenetic tumor. Wilson!® has offered the 
excellent classification of mesodermal tumors of the 
uterus, namely: 

1.—Carcinoma—Epidermoid or adenocarcinoma. 


2.—Sarcoma—Rhabdomyosarcoma, 


Leiomyosar- 
coma. 
3.—Mixed Mesodermal Tumor. 
A.—Carcinosarcoma: Rhabdomyosarcoma 
with carcinoma. 
1.—With other mesodermal elements. 
2.—Without other mesodermal elements. 
B.—Carcinosarcoma: Leiomyosarcoma with 
carcinoma, 
1.—With other mesodermal elements. 
2.—Without other mesodermal elements. 
C.—Carcinosarcoma: Undifferentiated sarco- 
ma with carcinoma. 
1.—With other mesodermal elements. 
2.—Without other mesodermal elements. 
D.—Rhabdomyosarcoma with other mesoder- 
mal elements. 
E.—Leiomyosarcoma with other mesodermal 
elements. 
F.— Undifferentiated sarcoma with other meso- 
dermal elements. 
4.—Benign Neoplasms. 


SUMMARY 
1. An additional case history with a review of the 


literature on mixed mesodermal tumors of the 
uterus has been presented. 


Do 


These tumors are more apt to be seen in the 
vagina in infants, in the cervix of women of 
child-bearing age, and in the corpus in the 
post-menopausal period. 


w 


There seems to be no interference with inci- 
dence of fertility in patients with mixed meso- 
dermal tumors. 

4. Although there is evidence of greater incidence 
in patients who have had previous irradiation, 
the author believes that the factor requiring the 
necessity of irradiation for the treatment of 
functional vaginal bleeding, may be the excit- 
ing factor in causing the mixed mesodermal 
tumor rather than the irradiation. 

No one has proven that irradiation can be a 
forerunner of this tumor. If it were true, 
mixed mesodermal tumor would be a common 

It would be 

particularly evident since irradiation for func- 


occurrence instead of a rarity. 


tional bleeding of the uterus was so popular in 
the 1920’s and 1930’s. Now irradiation of the 
female organs is restricted to the treatment of 
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6. 


10. 


malignancy and rarely for functional uterine 
bleeding. 

The most common symptom and sign to be 
presented is abnormal bleeding and the pre- 
sentation of a mass presenting through the 
cervical os, or in the vagina. The odor of the 
blood is usually very foul, suggesting sorpo- 
rific changes. 

The gross appearance is usually characterized 
by a polypoid mass which is globular and 
sometimes lobulated. Externally, it is usually 
fleshy, grey and soft. Spontaneous extruded 
material has a gross appearance of brain 
tissue. 

Microscopically, these tumors present rhabdo- 
myoblasts, cartilage, fat, myomatous tissue, 
and the glandular pattern of carcinomata. Any 
one or combination of all of these elements 
may be present. The most consistent cell type 
and often difficult to find without thorough 
search, is the rhabdomyoblast. 

These tumors spread by direct extension, blood 
and lymphatics, perhaps the carcinomatous 
component usually by lymphatics and the sar- 
comatous usually via blood stream. 

There is some controversy as to the ideal type 
of treatment. However, a minimal treatment 
should consist of total abdominal hysterectomy 
and bilateral salpingo-oophorectomy. Local 
excision is to be condemned except as a pallia- 
tive procedure in which there is a necrotic, 
hemorrhaging mass, and with a plan to follow 
up with more extensive surgery. In cases with 
carcinoma tissue present it is probably wiser 
that irradiation should always be used post- 
operatively. Vaginal tumors require total 
hysterectomy, vaginectomy and possibly evis- 
ceration, Nitrogen mustard has not been bene- 
ficial in the few cases it has been employed. 
Pelvic lymphadenectomy has been suggested as 
value in the operative procedures. However, 
this has not been universally accepted. 

The prognosis of these cases is not 100% 
hopeless. Cases of over nine year cures have 
been reported even with the presence of rhab- 
domyoblasts in the sections. It is now gen- 
erally accepted that the prognosis is greatly 
influenced by the amount of extension outside 
of the serosal wall of the uterus rather than 
by the type of cells that comprise these tumors. 
As for the histiogenesis, the author believes that 
the two most plausible theories are: First, neo- 
plastic influences exerting themselves on the 


subluminal stroma of the endocervix and the 


endometrium, and, second, in some instances 

immature cell rests may undergo metaplasia. 

12. The terminology and classification of these 
tumors have been in a state of confusion. How- 
ever, a suitable classification as proposed by 
Wilson, ‘et al, has been presented. 

Note. The author wishes to acknowledge the 
valuable assistance of Dr. Saul Kay of the Medical 
College of Virginia in reviewing the microscopic 
material in this report; and sincere appreciation to 
Mr. Melvin Shaffer of the College, for the photog- 
raphy. 
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ASSIVE bleeding from gastric or duodenal ulcer 
presents a very serious problem, with mortality 
higher than may be generally realized. 

This presentation gives in brief our experiences 
during nine years at a Veterans Hospital of 450 
beds, and takes note of lessons learned since 1946. 
The analysis is limited to the massive type of bleed- 
ing, in which multiple transfusions were required, 
the hemoglobin being reduced to 8G or less. 

Of 200 cases falling into this class, 24 have 
died, or 12%. It is to be stated that many of the 
older patients had serious disease of the heart, liver, 
lungs or other internal organs in addition to massive 
hemorrhage; and, with these complications, such 
patients have died whether treated medically or 
surgically. Ten patients died under medical man- 
agement; 43 were referred for emergency surgery, 
and of these 14 died. To put the matter in a more 
favorable light, 29 individuals were salvaged by 
surgery who otherwise would have died, as far as 
we could tell. We now are quite sure that with 
improved technique, several of those that died might 
have lived; and the latter part of this paper deals 
with the details of technique. 

Medical treatment of the actively bleeding ulcer 
is superior to surgery if it succeeds, and it does 
succeed in 754. However, it fail in 25, and for 
this reason severely bleeding patients should be care- 
fully watched by medical men and surgeons acting 
as a team. 

The difficult problem has been to determine 
whether active bleeding is continuing. If it continues 
and is severe, failing to respond to transfusions every 
eight hours or so, or if it recurs after apparently 
stopping, operation becomes impe ative, will 
save 70% of this otherwise probably fatal group. 

Operation during the stage of massive hemor- 
rhage is a dangerous procedure with a high mortality 
of 30% in our hands thus far, though we believe 
it should be less than 20% with improved technique. 
The operation is strictly one of emergency, to be 
done only if medical treatment fails; however, of 
course to delay until the patient is actually exsan- 
guinated is only to make the mortality even worse. 

The age of the patient cannot be depended upon 
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as regards prognesis; we have had deaths in the 
young as well as the old. 


SURGICAL TREATMENT 


The reason for the high mortality of emergency 
gastrectomy is three-fold; first, the patient with con- 
tinuing hemorrhage is in poor shape to withstand any 
major operation; second, there may be in older pa- 
tients, and in some younger ones, severe complications 
already present; and, third and most significant, gas- 
trectomy during hemorrhage is not at all the relatively 
simple procedure as done in the interval. Continuing 
hemorrhage makes it imperative to get out the ulcer, 
or to exteriorize it from the duodenum; and this may 
be a very difficult technical problem, sometimes al- 
most insoluble. It is usually time-consuming, add- 
ing to surgical shock. Operations other than gas- 
trectomy are not dependable in stopping massive 
hemorrhage. 


The balance of this paper is concerned with an 
analysis of death in patients ceming to surgery. 
All statements as to the cause of deaths are based 
on autopsy findings. 


Four patients in whom operation was completed 
and who later died presented complications of a 
severe grade—acute atrophy of the liver, hyperten- 
sive cardiac disease with cor bovinum, status asthma- 
ticus with bronchi so constricted that one lung and 
half the other were completely collapsed at autopsy. 
All treatment, including bronchoscopy, was unavail- 
ing. The other complication was that of universal 
hemorrhage from the entire gastro-intestinal tract, 
in a patient who had taken cortiscne, unsupervised, 
for months. 


Two cardiac deaths occurred during induction 
of anesthesia, and one patient in obvious failure, with 
pulmonary edema, died two hours after surgery. 

It may be stated that if complications such as 
these are present, the patient will die with or without 
surgery; and this portion of the mortality rate is, 
I believe, irreducible. 

One patient died of surgical shock, as such—the 


only such case in our series. 
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The remainder of our surgical deaths fall under 
two headings—continued bleeding, four cases; and 
leakage at the duodenal stump, three cases. I wish 
to consider these in detail. 


1. DEATH FROM CONTINUING HEMORRHAGE 


In the first place, no patient, no matter how des- 
perate his condition from continuing hemorrhage, 
should be refused surgery. We have operated upon 
patients in air-hunger, pulseless and actually uncon- 
scious from loss of blood; only one has died from 
surgical shock. Early in our experience, we refused 
surgery in one patient, feeling that he would not 
stand it; he died of continuing hemorrhage. We 
have refused no other since that date. 

The situation is just analagous to ruptured ectopic 
pregnancy; operation is imperative, no matter how 
grave the patient’s general condition. Of course, 
ample blood and expert anesthesia must be available. 
This will 
often require wide opening of stomach and duo- 
denum, which in itself is harmless. 


Secondly, the ulcer must be found. 


It may be neces- 
sary to sponge suspicious areas rather firmly, or to 
pack the stomach with gauze, which, when removed, 
brings with it a layer of adherent fibrin and blood- 
clot, clearly revealing a shallow denuded area if 
present. This technical point has recently been 
mentioned by Olander.’ 

If the ulcer is not found, the patient may die of 
continued bleeding. We had one death because we 
failed to find the ulcer, though we had opened the 
stomach widely at surgery. 

This was our only surgical death in hemorrhage 
from gastric ulcer. 

Incidentally, the hemorrhage may be coming 
from the esophagus, and, if in doubt, the finger 
should be inserted and rubbed around inside the 
cardia to discover latent bleeding that may have 
stopped for the moment. Bleeding here would of 
course be controlled temporarily by tamponade with 
the inflated bag. 

Third, the ulcer must be removed or exteriorized 
from the duodenum. If simple gastrectomy is done, 
sectioning proximal to the ulcer and leaving it in situ, 
We had one death 


from this cause, early in our experience, despite 


bleeding may continue or recur. 


suture-ligature of the bleeding artery. 

Case Report: R.H., aged 70; £11325; operation 
Gas- 
trectomy, leaving in place a duodenal ulcer deeply 
eroding the head of the pancreas. 


Nov. 3, 1948, for exsanguinating hemorrhage. 


Bleeding vessel 
controlled by suture-ligature. Line of section proxi- 
mal to the ulcer. 


Normal recovery for ten days, 
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up and about, ready to go home. 


Death from sud- 
den exsanguination. Autopsy showed recurrent hem- 
orrhage from the same ulcer, situated within the 
normally healed duodenum. 

This technical point, removal of the ulcer, sharply 
differentiates the operation for hemorrhage from the 
usual interval gastrectomy, in which the ulcer may 
be left in place without risk, and with every expec- 
tation that it will heal. 

Death from hemorrhage occurred in two other 
cases whose desperate condition at surgery seemed 
to positively forbid the tedious dissection needed 
to get the ulcer out. 


2. THE DvuopENAL Stump 

When the ulcer is removed or exteriorized, there is 
often a great deal of difficulty in securely closing the 
duodenal stump. Its secure closure is the second 
vital part of the operation. 

If the ulcer is high enough so that normal duo- 
denum can be safely dissected from the pancreas, 
removing the ulcer, the usual closure of the stump 
is sufficient. 

When the ulcer deeply penetrates the pancreas, 
however, there is often a great deal of surrounding 
scar, offering poor tissue to hold sutures in closure. 
If the duodenum is then simply cut off below the 
ulcer, leaving it in situ, and the duodenum sutured 
as well as possible through this scar, leakage may 
occur. We had one death from this cause, early in 
our experience. 

If resection is done at a low enough level to reach 
sound duodenal wall on the medial side, the common 
and pancreatic ducts are endangered, a fact recog- 
nized by all surgeons in this field. We have had a 
death from this cause in an interval gastrectomy, 
with one of our consultants, an excellent surgeon, 
at the table. 


TECHNIQUE 


Attempts have been made to solve the problem of 
stump leakage in one of four ways—drainage to the 
region of the stump, internal drainage by a Levine 
tube inserted through the stoma into the remainder 
of the duodenum, deliberate duodenostomy as de- 
scribed by Welch,” and, in our own series, closure 
by fashioning a cuff of duodenal mucosa to serve 
as an inner suture line. 

Taking these methods in order: Penrose drain- 
age to the region of the stump is not dependable. 
We depended upon this procedure in one case where 
scar tissue infiltrated the suture line; and general 
peritonitis and death followed in spite of drainage. 
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Case Report: W.G., age 45, #32771. Operation 
Gastrec- 
Stump closure not really 


Nov. 24, 1952, for massive hemorrhage. 
tomy, removing the ulcer. 
satisfactory because of dense scar about the ulcer. 
Several Penrose drains and a small catheter left 
near the stump to act as a tell-tale and/or as an 
exit for extravasated fluid, in case of leakage. 

Some pain was noted five days after operation and 
a drain loosened with continued suction en the 
catheter, no fluid appeared. Some fluid did appear 
upon loosening several drains the following day, 
and the patient appeared a little better. Re-opera- 
tion two days later disclosed general peritonitis 
from duodenal leakage, and the patient later died. 
Thus, the drains acted neither as an immediate tell- 
tale, nor as an adequate exit for duodenal contents. 

An explanation is that the drains, soon after 
operation, became walled off in a little pocket by 
themselves; and the effused fluid did not appear 
until it had first digested the fibrinous wall of this 
pocket. Meantime, it had spread widely in the gen- 
eral peritoneal cavity. 

The second procedure, internal drainage by a 
Levine tube, is equally undependable. We used it 
in one patient, and for two days it worked perfectly. 
On the third day the character of the drainage 
abruptly changed, and X-ray then showed the tube 
regurgitated into the stomach, evidently by resump- 
tion of normal duodenal peristalsis. 

This man recovered, but not because of any pro- 
tection offered by the inlying tube. Protection is 
not only needed for two days, but for five or six 
or seven, for leakage may occur late. 

The undependability of this technique has been 
noted by Grove,’ of Atlanta, who has tried suturing 
the tube in place with catgut. It may be possible 
that a cotton suture would hold the tube in place 
long enough. 

The third procedure, the catheter duodenostomy 
of Welch, has the sanction of several writers of 
authority. We used it in one patient with recovery, 
but only after a very complicated convalescence, with 
wound digestion, disruption, subphrenic abscess, etc. 

We have recently tried it in another case, with 
complete failure of healing, death occurring ten days 
after surgery from massive hemorrhage from the 
original ulcer, bathed in the leaking duodenal con- 
tents. I suppose that in some way we failed to fol- 
low the exact technique used by Welch; in any case, 
we cannot be satisfied to continue the method at the 
present time. 

Possibly, as a variation, the catheter might be 
introduced through a stab wound in the duodenum, 
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instead of through the suture-line at its end; but 
a duodenostomy differs from a jejunostomy in that 
the bowel cannot be brought to the parietes, but 
remains fastened down in a deep pocket, unprotected 
save by some omentum tucked around it, and, there- 
fore, by no means as certain to heal without leakage. 
The fourth method: we have adopted in eight 
patients a mucosal cuff method of closure, so far 
without leakage; and offer it as a preliminary report 
of a technique that may prove of value. It is quite 
tedious and requires delicate dissection with fine 
instruments to avoid button-holing the mucosa. 


. ..* Line of Section 


MUCOSAL CUFF 
CLOSURE OF 


DUODENAL STUMP 


Technique: 


Upon opening the duodenum there 
will be found the ulcer, excavated into the pancreas, 
but there will be normal mucosa distal to the ulcer. 
It will usually be found possible to fashion a short 
cuff of mucosa below the ulcer, resembling the fore- 
skin, without disturbing the duodenal wall otherwise 
where it is adherent to the pancreas. This cuff is 
carefully inverted as the first layer of closure, to 
serve as a water-tight barrier against contact of the 
duodenal contents, with the outer reinforcing suture- 
lines. The remaining lateral duodenal wall is then 
sutured to the scarred ulcer area as well as possible, 
and perhaps covered by omentum and adjacent 
pancreatic capsule. 

The ulcer is left in situ, and is thus exteriorized 
from the duodenal lumen. The bleeding point is 
simply controlled by a suture-ligature. 

Rationale: 
and will digest anything except the normal duodenal 


Duodenal juice is highly corrosive, 


mucosa. It must be prevented from contact with 


suture-lines that are partly in scar tissue, and this 
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~ Pancreas 


the inner suture-line of the mucosa is apparently able 
to accomplish. 

Sometimes with a deeply placed duodenum, in- 
filtrated by surrounding scar, the microscopic dis- 
section of the whole cuff of mucosa would appear 
impossible; but at least that portion of mucosa on 
the adherent pancreatic side can be dissected up, 
and I think this variation may be allowable, al- 
though I have not yet tried it. Such closure would 
resemble the method described by Bsteh,* illustrated 
in Claude Welch’s handbook, with the difference 
of presenting a raw edge of mucosa, instead of a 
surface, on the pancreas below the ulcer. I am sure 
that a raw edge would be more likely to heal, than 
an undisturbed surface. 


COMMENT 


It is to be noted that if leakage does occur, re- 
operation must be prompt, and may be successful, 
with free drainage of the area, in preventing general 
peritonitis. The diagnosis, however, may be quite 
obscure, and in two of our fatal cases was made 
late. It is probably wise, upon any suspicion of 
leakage, to make a short subcostal incision under 
local anesthesia, to rule it out. 

It is of course a fact that some duodenal leakage 
is not necessarily fatal, for the leak may be small 
and cause only local trouble, instead of general 
peritonitis. In this case, the symptoms are mild, 
unnoticed until a little drainage appears in the 
wound, 


SUMMARY 


This analysis of our experience indicates that mas- 
sive bleeding from peptic ulcer can usually be con- 
trolled by medical means, and should be so con- 


To act with common sense, according to the moment, is the best wisdom . . 


trolled, if possible. 
undertaken. 


If this fails, surgery must be 
The procedure is gastrectomy with 
removal or exteriorization of the ulcer from the 
remaining duodenum. Secure closure is imperative, 
but may be extremely difficult. The most reliable 
method in our hands has been the fashioning of a 
cuff of duodenal mucosa which, when precisely 
sutured, serves as a barrier against contact of duo- 
denal contents with the outer suture-lines. 

If this proves actually impossible, the remaining 
alternative is the deliberate duodenostomy of Welch, 
probably best done through a stab wound below the 
duodenal stump, rather than through the suture-line 
at its end. As Dr. Welch has indicated, however, in 
his classic handbook,‘ this is a procedure to be used 
only as a last resort. 

One final word: When an ulcer patient has ex- 
perienced one severe hemorrhage, it is my consid- 
ered opinion that gastrectomy should be advised in 
the interval, before another hemorrhage occurs. This 
is because gastrectomy in the interval has a mor- 
tality of 2 or 3%; whereas emergency operation for 
hemorrhage has a mortality of 20 or 30%. 
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. and the 


best philosophy, to do one’s duties, to take the world as it comes, submit respectfully 


to one’s lot, bless the goodness that has given us so much happiness with it. 


Resolve to edge in a little reading every day, if it is but a single sentence. 


—HoracE WALPOLE 


If you 


gain fifteen minutes a day, it will make itself felt at the end of the year. 


—HoracrE MANN 
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Ambulatory Electro-Cerebro- Therapy 


A MBULATORY ELECTRO-CEREBRO-THERAPY has an 
increasingly important place in the fight against 
mental illness. This is especially true in those cases 
where the sufferer is gainfully employed or is in- 
carcerated in a penal institution. Ambulatory treat- 
ment saves some patients from full development of 
their disorders® and from all sorts of mental anguish 
incidental to hospital or institutional treatment. This 
is particularly true and important in mild cases. 
In cases such as affective disorders, electro-cerebro- 
therapy has come to be regarded as specific prior to 
psychotherapy, especially in the treatment of depressed 
patients! When employed early, it will do more 
than any known type of therapy to prevent suicide.’ 
Furthermore, it has long been an established fact that 
these treatments are of great value in shortening the 
course of a high percentage of depression and involu- 
tional melancholias.* Unlike other well known types 
of therapy, any complications arising from electro- 
cerebro-therapy can be taken care of in any well 
equipped office without the need of hospitalization 
or more than two assistants. Frequently, only one 
psychiatric nurse was employed during these pro- 
cedures, and, thus far, not a single fatality nor case 
of apnea requiring resuscitation was encountered. 
The above is not meant, however, to imply that 
hospitals are not important in the treatment of men- 
tal illness, but in many cases this is a luxury, while 
in others the patient considers himself a lunatic. 
In the late thirties when shock therapy was insti- 
tuted by Sakel, von Meduna and Cerletti and Bini, 
treatment of mental illness became more successful 
than at any other time in history. Along with this 
process, a modification in the techniques has also 
taken place with the result that early ambulation, 
as advocated by the surgeons, is being practiced by 
the psychiatrists as well. The technique modifica- 
tion (focal, unipolar, biopolar and multipoar ap- 
proaches), as well as the type of current utilized, 


such as alternate and undirectional, have led to a 


The motion picture which accompanied the presenta- 
tion of this paper was made with permission of W. Frank 
Smith, Superintendent of Virginia State Penitentiary and 
Miss Elizabeth M. Kates, Superintendent of the State In- 
dustrial Farm for Women—as well as written consent 
from each inmate. 

Presented at annual meeting of The Medical Society of 
Virginia, Richmond, October 16-19, 1955. 
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procedure, which in the hands of trained personnel 
can be applied not only in the doctor’s office, but 
even in the home, as well as in trailer camps or 
even on the floor of special isolation prison cells 
where beds are not permitted. Rubber gloves, rubber 
sheets and a mouth gag are no longer necessary, 
and treatment in an iron bed in the country is almost 
as safe as in the doctor’s office. 

Ever since electro-cerebro-therapy was introduced, 
the modus operandi of the current used has been 
obscure. Whether there is an electrical dissection 
of the frontal-thalmic fibers to the dorso-medial 
mucleus of the latter, or whether it is the increase 
in cholesterol content, etc., has long been questioned. 
Many theories have been advanced, most of them 
falling into either of two schools of thought—the 
Included in the 
former is the theory that a destructive process takes 
place, or that a change in the vegetative phase of life 
is incurred, or, more likely, that a powerful dience- 


somatogenic and the psychogenic.‘ 


phalic discharge takes place. Some postulate changes 
in the automatic nervous system, while others attribute 
its results to oxidative, metabolic or enzymatic 
changes. 

In the psychogenic school, some feel that the basic 
drives for self-preservation are stimulated, while 
others maintain that it produces a real psychothera- 
peutic shock. Another group favors a psychological 
effect on the ego or the inhibitive power of the 
cortex. Direct action through fear, amnesia, atone- 
ment or vital instincts has also been postulated as 
leading to recovery. 

During this year, some clinicians have expressed 
the thought that electro-cerebro-therapy is now un- 
necessary. However, even the recent application of 
the ataraxic drugs during the past two years has not 
been definitely established as a substitute for the 
present type of treatment, and it is believed that 
there is hardly a physician in our field who would 
like to discard E.C.T. as a part of the standard 
procedure in mental illness. 

It is the purpose of this paper to compare the 
effects of E.C.T. in two widely separated groups, 
one made up of factory workers, the other being 
composed of inmates from the State Penitentiary. 

A total of 94 patients were treated, 43 being tobacco 
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workers in local industry, the remaining 51 being 
inmates of the State Penitentiary. The psychiatric 
disorders treated were those of psychoses and the 
psychoneuroses. Among the factory employees, 14 
were women, the overall average age of both sexes 
being 39.2 years. All were white. These patients 
were treated for an average of 39.5 days. At the 
penitentiary, the average age of the inmates was 
28 years, treatment extending over a period of 6.4 
months. 38 males and 13 females were included 
in the group which contained 78% colored and 22% 
white inmates. 

The Reiter CW-47-B Electro-stimulator is used 
in the study. The patients are given treatment at 
any time of the day or evening, provided they have 
not eaten for four to six hours prior to treatment. 
The electrodes are kept in a dilute solution of 
sodium bicarbonate which is used continuously for 
a period of two weeks without changing. Mouth 
gags are omitted except when the patient has dental 


RECOVERY RATE (in per cent) 


SHADED—Factory Workers 


SOLID—Inmates 


clonic contractions. As a rule, the patient is able 
to leave the treatment room within 30-45 minutes, 
accompanied by an assistant. During the passage 
of the current, the physician holds the chin up while 
the two assistants hold the patient at the shoulder 
girdle and the hip joints. (When the progress was 
delayed, the therapist frequently have two treatment 
in rapid succession, after using Dr. Impastato’s tech- 
nique® to determine if the patient was ready for 
the second convulsion). Whenever possible, an X-ray 
of the dorsal spine is taken prior to treatment. Less 
than 5% of the patients complained of backache, 
which usually subsided upon completion of therapy. 
When the treatment is over, the patient is placed on 
either side to insure postural drainage. After treat- 
ment, salicylates or other analgesic are given rou- 
tinely, since post-treatment headache occurred rather 
frequently. Atropine was seldom used, while at no 
time are muscle relaxants introduced. 

As was expected, the most significant and striking 


Number Patients Treated | 12 

Sub-type Disorder = 
a v 
e2e > 2 os 
a Qa 5 
= 

Type of Distorder Psychotic Psychoneurotic Misc. 

Disorders Disorders Disorders 


defects. The electrodes are applied bitemporally 
soon after a state of anesthesia is achieved by a 5% 
solution of Pentothal Sodium. No special treatment 
table is utilized, ordinary beds with mattresses suf- 
ficing. The usual duration of the seizure is 45 


seconds, ushered in by tonic, and terminating with 
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results were obtained in the depressive reactions 
(see chart). In the psychotic depressive group, both 
sets of patients responded very well, while in the 
psychoneurotic group, all seventeen patients at the 
penitentiary responded to the treatment, as did six- 
teen of the twenty factory workers treated. In the 
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paranoid psychosis, the two factory workers who 
were treated improved, and seven of the thirteen 
inmates treated for this disorder showed marked 
improvement. Significant results were obtained in 
the treatment of conversion reactions, with all four- 
teen of the workers recovering and four of the five 
inmates improving. 


OBSERVATIONS AND CONCLUSIONS 


The results obtained in both the psychotic and 
the psychoneurotic depressive reactions are in agree- 
ment with the findings of earlier workers,” although 
our recovery rate is somewhat higher. This may be 
attributed in part to earlier recognition and treatment 
of these disorders. In the group of inmates treated 
for psychoneurotic depressions, most were reactive 
in nature, the diagnosis being made soon after con- 
finement. It is to be expected that early and inten- 
sive treatment of such cases would be rewarded by 
a high recovery rate. Within the depressive group of 
factory workers availability of treatment and prob- 
ably financial considerations prompted early action. 

An average of only 25.5 days was lost from work 
by the factory group, although, as stated, treatment 
extended over a period of 69.5 days, each patient 
receiving an average of 10.9 treatments. In the peni- 
tentiary group, it was not possible to determine 
work-davs lost because inmates undergoing any ther- 
apy were removed from regular assignments. Treat- 
ment here was often for symptomatic relief and, thus, 
the period of treatment was much longer than for the 
factory group, averaging 6.4 months in duration, 
and 4.3 treatments per patient. 86% of the factory 
workers were able to return to work, and comparable 
results were obtained in state institutions (84.3). 

It is of interest to note that a surprisingly low per- 
centage of the patients relapsed following treatment, 
fewer than 5° requiring additional therapy. The 
majority of relapses were confined to the paranoid 
schizophrenic patients. This is in keeping with 
the findings of other authors. 

The question may arise whether addiction to pen- 
tothal sodium takes place during, and after, therapy 
is completed. Though there usually develops a 
tolerance for the drug, the average increase in all 
cases was but 1.64 c.c. among the factory workers, 
and 1.6 c.c. among the prisoners. 6.46 c¢.c. was 
sufficient to induce anesthesia in the factory workers 
It is 
of interest also to note that a decreased tolerance 
developed in 19°% of the workers and in 22% of 


and 6.9 c.c. was required by the prisoners. 


the prisoners. 
It is significant that all of these patients were 


83, Fespruary, 1956 


treated on an out-patient basis, only about 5% 
of the inmates being confined to special cells during 
the period of treatment. No workers were isolated 
during therapy. The majority of the patients treated 
either at the penitentiary or elsewhere were permitted 
and encouraged to lead a normal life even during 
treatment. The psychological effect of this practice 
upon the patients is obvious. 

The results of ambulatory treatment upon the two 
groups would seem to indicate that this type of ther- 
apy imposes fewer restrictions upon the patients, yet 
gives results comparing favorably with those ob- 
tained under optimum conditions for E.C.T. 


SUMMARY 


1. A technique for ambulatory electro-cerebro- 
therapy has been described. 

2. Of 94 patients treated for various psychotic 
and psychoneurotic disorders, best results oc- 
curred in the patients with depressive reactions. 
Comparable results were obtained for both 
groups. 

3. No addiction problems arose and no death or 
confirmed fractures resulted. 

4. 85.5% of all the patients returned to work. 
It was not necessary to confine patients during 
treatments. 


Results of therapy were comparable to those 

obtained under hospitalization. 

6. Though the tobacco workers were treated for 
a period of 69.5 days and the prisoners for 
a duration of 188 days, the recovery percentage 
is practically identical, even though the average 
number of treatments for the inmates was 4.3, 
while that of the tobacco workers was 10.9. 

7. Due to limited facilities and staff, prisoners 
could not be treated as regularly as private 
patients; therefore, these treatments had to 
be given over a period of 6 months and the 
inmates frequently went to work while awaiting 
the next call for treatments, yet this apparently 
adverse situational factor indicates that, when 
patients are treated during the incipient stages 
of their illness, the number of treatments nec- 
essary for remission can be reduced by over 
50%. 
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Prefers Steam Kettle. 


The good old steam kettle works better than a 
mechanical humidifier for treating a childhood res- 
piratory disorder, said a Haifa, Israel, physician. 
Dr. Abraham Friedman said that the steam kettle 
is better because it can produce more moisture than 
a cold-air mechanical humidifier, the now generally 
accepted apparatus. Moist air helps prevent the 
blocking of breathing passages which may occur in 
an acute inflammatory disease of the larynx, trachea, 
and bronchi. He explained that in breathing, the 
air enters the respiratory tract at room temperature 
and humidity. On its way down the air absorbs 
moisture from the membrane lining the passages. It 
finally is exhaled at body temperature and saturated 
with water. The difference in temperatures and 
humidities between the air inhaled and exhaled re- 
sults in a continuous loss of water from the respira- 
tory tract. ‘ 

In acute respiratory disease, the loss is speeded 
up and the breathing passages eventually may be 
blocked by the formation of a dry crust on the mem- 
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branes. The drier the inhaled air, the more water 
it absorbs from the membanes, thus increasing their 
“drying out.” To prevent obstruction, the air breath- 
This 
means that the temperature and humidity of the air 


ed in must be as moist as the air breathed out. 


inhaled should be approximately equal to the tem- 
perature and humidity of the air exhaled. 

Since there is a ceiling on the amount of water 
air will hold at a specific temperature, the air tem- 
perature must be raised to increase water content. 
The mechanical humidifier may raise water content, 
but the low-temperature air cannot hold as much 
water as high temperature air would, he said, adding 
that a steam kettle accomplishes both things. 

Dr. Friendman warned that necessary precautions 
must be taken against the hazards of a burn and the 
development of a high fever in the child. 

Dr. Friedman, of the department of pediatrics of 
Rambam Government Hospital, Haifa, made his re- 
port in the November Archives of Otolaryngology, 
published by the American Medical Association. 
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UR KNOWLEDGE of many of the peripheral 

vascular diseases is limited and often we spend 
most of our time discussing the rare maladies which 
are seldom seen and difficult to treat. Therefore, our 
discussion will be confined to those diseases most 
frequently encountered in our private practice and 
in the peripheral vascular clinic of the Medical 
College of Virginia Hospital. 

You will agree that varicose veins are one of the 
most common of the peripheral vascular disturbances. 
There are two types of varicose vein, the primary and 
the secondary. The primary type develops spon- 
taneously and is supposed to be caused by hereditary 
weakness in the walls of the veins but is often asso- 
ciated with obesity, pregnancy and poor posture. 
The secondary type occurs after venous obstruction 
and from many causes, such as tumor, trauma, me- 
chanical pressure, infection and thrombophlebitis. 
At times extensive varicose veins do not cause any 
symptoms but often there is secondary edema, numb- 
Many 
cases of varicose veins are complicated by throm- 
bophlebitis. 


ness, tingling and pain in the extremities. 


The treatment of varicose veins is pri- 
marily surgical, and most patients demand surgery 
for cosmetic reasons, but when complicated by throm- 
boplebitis or by chronic venous insufficiency they 
may become a serious problem. We should attempt 
to recognize symptoms due to varicose veins and 
advise the patient to seek surgical aid. 

Venous obstruction is divided into two categories, 
thrombophlebitis and phlebothrombosis. Both of 
these conditions should be differentiated from varicose 
veins. Acute thrombophlebitis is not difficult to 
diagnose. The patient may have chills and fever and 
the veins are thickened, tender, and inflamed. These 
cases start with primary infection in the veins, al- 
though it is difficult to obtain a positive culture from 
the vein. The focus for the phlebitis may be an 
ulcer or cellulitis about the foot or lower leg. Many 
cases start with a simple fungus infection about the 
feet or as a minor cellulitis and then spread to the 
vein. Treatment consists of elevation of the limb, 

From the Department of Medicine, Medical College of 
Virginia. 

Presented at the Annual Meeting of the Virginia As- 
sociation of Chiropodists, May 13, 1955. 


Received for publication Octob-r 3, 1955. 


VoL. 83, FEBRUARY, 1956 


Peripheral Vascular Disease 
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hot wet compresses, complete rest, antibitiotics, anti- 
coagulants and, if necessary, ligation of the saphe- 
nous vein. A more formidable type of vein disease 
is phlebothrombosis. This condition may insidiously 
follow operation or occur during pregnancy or post- 
partum. The involved limb, at the onset, may show 
minimal swelling and tenderness of the vein and is 
often overlooked until the patient suddenly develops 
an embolus, such as a pulmonary embolism, and be- 
comes critically ill. It is important to diagnose this 
condition early and, if discovered, ligation of the 
superficial femoral vein should be performed and 
anticoagulants given. These are very dangerous cases 
because the thrombus in the vein is loosely attached 
to the wall and may easily break off, causing a pul- 
monary embolus. In thrombophlebitis, the thrombus 
is firmly attached to the vein and there is less danger 
of its detachment except from its proximal end. 
Chronic venous insufficiency follows thrombophlebitis 
or phlebothrombosis which has been inadequately 
treated. 

One of our major problems in the peripheral vas- 
cular clinic is the treatment of the stasis ulcer. These 
are actually post-thrombophlebitic ulcers, although 
they are often described as varicose ulcers. They 
may become very large with much serous drainage 
and secondary infection. Sometimes it is almost 
impossible to obtain healing. Our treatment is to 
thoroughly cleanse the ulcer, apply an antibiotic 
ointment and foam rubber application, sterile dress- 
ings, Gelocast bandages or an Unna’s boot and super- 
imposed Ace bandages. We have seen remarkable 
results in the peripheral vascular clinic in some of 
these cases, but they must return every week, or 
even twice a week, for reapplication of bandages and 
dressings. If healing does not take place within a 
reasonable length of time, we advise a long period 
of hospitalization with complete bed rest, adequate 
treatment of any nutritional disturbance, transfusions, 
antibiotic and ligation of all the communicating veins 
leading to the ulcer area, followed by intermediate 
thickness skin grafts. We have followed cases of 
this nature for as long as three months in the hospital 
before obtaining adequate results. It is possible 
to prevent long hospitalization stay by a vigorous 


However, the real treatment 


treatment program. 
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begins with early recognition of the disease. Careful 
examination of the extremities before and after sur- 


gery of any kind and immediate treatment of even 
a minor superficial thrombophlebitis is necessary to 
prevent chronic venous insufficiency. Chronic venous 


insufficiency is the end result of long standing throm- 
bophlebitis or phlebothrombosis. It is very discourag- 
ing to attempt treatment of a chronically edematous 
leg which often develops large ulcers. We try elastic 
bandages, rubber stockings, diuretics and even Kon- 


doleon types of operation, without much success. 
After chronic venous insufficiency develops, the 
patient will not lose a limb but he may be quite un- 
happy for the rest of his life. It is worthwhile for 
us to try to prevent complications of venous obstruc- 


tion whenever possible. 

Raynaud’s disease is a primary condition which 
is quite rare. According to definition, it usually 
occurs in young females who are of the emotional 
type but we have seen Raynaud’s disease in males 


also. The major diagnostic symptoms are multiple 
color changes; for example, when the patient is 
exposed to cold he may develop marked pallor of 
the digits, either the hands or toes, or both. 


There 
is a symmetrical involvement; following pallor, if the 
extremities are exposed to heat they will become 


cyanotic and later a deep redness of the digits de- 


velops. There may be slight swelling and paresthesia 


of the extremities, very often excessive sweating, 


later, tip necrosis and even scleroderma. 


The pulses 
in the involved extremities are easily palpated. We 


consider this condition primarily due to a vaso- 
spastic reaction in cold-sensitive individuals. The 
intima of the digital vessels may be thickened. This 


damage to the wall of the blood vessel is secondary 


to the vasospastic reaction and not a primary situa- 
tion, although Sir Thomas Lewis thought that these 
patients had damage to the intima of the vessel, 
primarily, and were cold-sensitive individuals. Most 
American investigators believe that Raynaud’s dis- 
ease is a vasospastic reaction in individuals who are 
sensitive to cold. 


The primary disease is rare but 


Raynaud’s phenomenon is a common finding in pa- 


tients with organic peripheral vascular disease. This 


means that many patients with thromboangiitis ob- 
literans or arteriosclerosis obliterans will develop 


multiple color changes on exposure to cold or warmth, 


probably due to a vasospastic reaction in their dis- 


eased limbs. 


Color changes may also follow work 
trauma or surgical trauma to the vessels of the 
extremities. 


For instance, we often see an individual, 


such as a typist, who will develop color changes sim- 


64 


ilar to Raynaud’s, in two fingers—maybe the two 
fingers she uses most. These patients may respond 
When Raynaud’s 
disease occurs as a primary malady, one must con- 
sider sympathectomy. The fingers and toes must 
be protected from secondary infection. There may 
be tip necrosis of the fingers. There is pain and 
paresthesia; antibiotics may help. 


to rest or change of occupation. 


Fungus infection 
is common, especially if there is excess sweating. 
We try to reduce the sweating as much as possible 
by the use of atropine or some of the newer prepara- 
tions, such as Banthine. Occasionally vasodilating 
drugs may be necessary. Improvement is not due 
to the vasodilating action of the drug but to the 
drying properties of the medication. Fungus infec- 
tion must be treated vigorously with either potassium 
permanganate or Desenex ointment. 


Thrombo-angiitis obliterans and arteriosclerosis 
obliterans constitute 90% of our cases and of these 
only about 5% are thrombo-angiitis obliterans. This 
disease is a very fascinating malady. We have not 
progressed in our efforts to determine its cause. Our 
idea is that it is a stress reaction similar to a col- 
lagen disease. In recent years we have divided our 
cases into two groups. In one group are those indi- 
viduals who not only have peripheral manifestations 
of the disease, but also develop occlusive changes in 
the brain, coronary and visceral vessels. Those 
with impairment of these structures, besides the peri- 
pheral vessels, are most unusual. They are young 
people who develop a myocardial infarction or cere- 
bral thrombosis at an early age and also have in- 
volvement of the peripheral vessels. Sprunt stated 
that Buerger’s disease was a generalized disease but, 
because of the peripheral symptoms, the other organs 
were overlooked. Autopsy studies on these individuals 
will often show they had involvement of the viscera, 
blood vessels of the heart, lungs, brain and kidneys, 
and that the disease was generalized. Only a few 
cases of this type are recognized prior to death. We 
have three cases that come to the clinic once every 
month, who have had either strokes or coronaries, 
or both, plus peripheral vascular disease. Naturally, 
with so much involvement of their brain or their 
coronary vessels, they are not troubled too much 
with their feet. The larger group of patients have 
symptoms only of the extremities. These are patients 
under 50 years of age who have pain in the legs 
after exercise, relieved by rest. Migratory phlebitis 
occurs in about 30°% of these cases. A young person 
with definite evidence of obliterative disease in his 


peripheral vessels, plus a miratory phlebitis, prob- 
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ably has thrombo-angiitis obliterans. The pulse is 
absent or diminished in the involved extremity and 
gangrene may occur early. Unfortunately, very few 
cases are recognized early. The patient will not 
come to see you until he has claudication. He begins 
to have cramps in his legs and thinks he has a 
“charley horse”. At that stage it is already late; 
he has lost his pulse. Perhaps the only case we might 
recognize would be one that has migratory phlebitis, 
and then we would have to guess, because the better 
diagnosis would be thrombophlebitis. If the patient 
develops very severe pain, nerve crushing may help. 
Sympathectomy is certainly the surgical procedure 
of choice and sometimes we try injections of typhoid 
vaccine to increase blood flow. 


Arteriosclerosis obliterans is our major disease 
problem, both in private practice and in the peri- 
pheral vascular clinic, and we must admit that medi- 
cal research has not found an answer to the preven- 
tion or lessening of the progression of the degenera- 
tive vessel changes due to arteriosclerosis, The diag- 
nosis of arteriosclerosis obliterans is not difficult. 
These individuals are in an older age group than 
the thrombo-angiitis obliterans cases. They have 
intermittent claudication and color changes similar 
to those in thrombo-angiitis obliterans. Also, they 
have loss of pulse and very often they may have cal- 
cification in the blood vessels; however, this is not 
too important. The calcification may only involve 
the wall of the vessel, leaving the lumen open, giving 
it a rigid wall, but the lumen is not obliterated and 
there are no symptoms of circulatory disease. We 
have seen very extensive calcifications in peripheral 
vessels, without claudication. 

Prior to the complication of ulceration or gangrene, 
the patient’s treatment is simple, but first we attempt 
to explain the entire problem to him so that he may 
understand the necessity for strict adherence to our 
instructions. 


The patient is taught adequate foot care, the dan- 
gers of minor infections, the use of strong antiseptics 
and care in the removal of corns and calluses. Treat- 
Often 
ulceration and gangrene may develop rapidly fol- 


ment of fungus infections is emphasized. 
lowing trivial infection. Smoking should be elim- 
inated in patients with peripheral vascular disease, 
as smoking causes vasoconstriction and any vaso- 
We try to edu- 
cate these people in a method of walking. We do 
not want them to stop walking but they should not 
walk to excess and should stop just before they de- 
velop pain. To illustrate, a patient states: “I can walk 


spastic factor should be prevented. 
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two blocks slowly, doctor, and I won’t get pain, but 
if 1 walk fast I can only walk one block and then I 
get a cramp.” Suggest that they saunter along as if 
they were older than they are, or as if they had 
arthritis. Sometimes placing an elastic bandage at 
the ankle or about the knee, so that the patient has 
to walk with a limp, is effective. You may find that 
the patient may be able to walk a half mile or six 
or seven blocks, if he saunters or limps. The pur- 
chase of a cane to aid in slowing the gait is helpful. 

When a patient develops ulceration or gangrene 
he should be immediately hospitalized. The limb 
should be placed at rest, antiseptic dressings applied 
and antibiotics given. Nerve crushing may be neces- 
sary for severe pain and whirlpool baths at times will 
help, especially if he has minor or indolent ulcers, 
We do not believe in using whirlpool baths on gan- 
grenous limbs but the minimal type of infection may 
be helped by whirlpool baths. When whirlpool baths 
are given, we have found that the temperature of the 
body is elevated about two degrees, which indicates 
increased blood flow over the entire body for a period 
of about an hour or two. If you are using whirlpool 
baths, do not allow the patient to leave the office 
too soon following therapy. He may be very sus- 
ceptible to colds or infections and immediately leav- 
ing a hot atmosphere with a temperature of 100 
degrees or maybe 101 degrees may lower his resistance 
to infection. 

Many clinics advocate sympathectomy, even in 
arteriosclerosis obliterans. We have not been im- 
pressed with sympathectomies in this group. Oc- 
casionally a case will improve, especially if the limb 
has the ability to perspire, for the cold, wet extremity 
may respond to sympathectomy better than a cold, 
dry extremity. They have some vasospasm that 
might be relieved. There are many vasodilating 
drugs, such as, Priscoline, Dibenzyline, Roniacol, 
llidar and Nicotinic Acid. I have not found a drug 
that is a satisfactory vasodilator. The problem in 
a vasodilating drug is that if it works at all it pro- 
duces generalized vasodilation. The limb that has 
good circulation will get more blood, but the limb 
that is improverished will get less blood. Histamine 
and Priscoline may be given intra-arterially in a 
diseased limb. Flushing and vasodilation is pro- 
duced in the leg but the injection of a strong drug 
into a damaged artery may cause a thrombus or 
produce a shocking reaction. We have tried these 
drugs without much success. 

In conclusion, we have discussed varicose veins, 
thrombophlebitis, phlebothrombosis, Raynaud’s dis- 
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ease, thrombo-angiitis obliterans, and arteriosclerosis 
obliterans. We believe that you have a wonderful 
opportunity to help the physician evaluate peripheral 
vascular problems. You may see these patients 
before the family physician and actually might pre- 
vent the complications by recognizing peripheral 
vascular disease early. Some of the fundamental 
considerations in peripheral vascular disease are 
establishing the diagnosis, adequate foot care and 


Placebos, harmless substances given as substitutes 
for medicine, may produce beneficial effects like 
those of the real thing, but they also may cause 
harmful side effects. 

A placebo is an inactive substance or preparation 
which is given under certain circumstances to please 
or pacify a patient. It also is used as a “dummy” 
for comparison with real medicines in certain in- 
vestigations. 

Dr. Henry K. Beecher surveyed 15 studies, involv- 
ing more than 1,000 patients, in which placebos were 
used. His report appears in the December 24 Jour- 
nal of the American Medical Association. 

The placebos produced “real improvement” in a 
wide variety of difficulties including wound pain, 
pain of angina pectoris, headache, nausea, effects 
related to cough and to drug-induced mood changes, 
anxiety, tension, and the common cold—all ailments 
with strong subjective responses. They also pro- 
duced such side effects as dry mouth, nausea, sensa- 
tion of heaviness, headache difficulty in concentrating, 
drowsiness, warm glow, relaxation, fatigue, sleepi- 


Placebos May Be Harmful. 


elimination of fungus infection, and satisfactory dis- 
cussion of the problem with the patient. The use 
of antibiotics has saved many limbs by preventing 
complications. Cooperation between the chiropodist, 
physician and surgeon is important for successful 
care of these patients. 


1006 West Franklin Street 
Richmond, Virginia 


ness, skin rash, and abdominal pain. 

It is doubtful that the placebos, usually made of 
salt, starch, or lactose, chemically produced these 
effects. Rather it appears that the physical change 
was associated with a psychological reaction to suffer- 
ing. 

Dr. Beecher said that the severer the disease state 
the greater is the effect of placebos, both in giving 
relief to pain and in producing side effects. 

Decided improvement, interpreted as real thera- 
peutic effect, occurred in approximately 35 per cent 
of the patients given placebos in each of the studies. 
The relative constancy of the placebo effect suggests 
that “a fundamental mechanism” is operating in all 
these patients, one that deserves more study. 

He noted that use and study of placebos offer 
“much of practical value,” particularly in the under- 
standing of certain basic problems in the action of 
narcotics and similar substances. 

Dr. Beecher is from the anesthesia laboratory of 
the Harvard Medical School at the Massachusetts 
General Hospital. 
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General Nutritive Deficiency 


HERE are many causes of nutritional deficiency ; 

some are known and others remain obscure. 
Calorie deficiency comes first; then protein deficiency 
even though there is an apparent adequate protein 
intake. 

A deficiency may result due to economic reasons, 
obstructive lesions, and functional disorders of the 
alimentary tract. During certain states there is an 
increased calorie demand due to rapid growth, fevers, 
diarrhea, menstruation, child bearing, lactation, al- 


coholism, and metabolic disorders. 
10 


Excessive de- 
grees" of underweight may seriously increase the 
risk of chronic illness. Although undernutrition may 
be protective against some of the diseases, it may 
predispose to pulmonary and other chronic diseases 
and may precipitate disturbance of the endocrine 
and nervous systems. The nutritional status of the 
person may be the deciding factor in whether or not 
a patient is able to get out of bed by himself to take 
care of his personal needs. 

Following surgery the protein? requirement may 
rise to 160 gm. or more daily. While not eating and 
depending on intravenous fluids for calories, the 
patient may draw 100% of his protein requirement 
and vitamins from the body stores, while on a soft 
diet the protein intake remains low. 

During bed rest there is a considerable loss of 
much protein added to the loss of plasma protein 
during surgery. When the post-operative diet is 
increased, the patient often fails to consume it. 

The nutritional status of the patient is as impor- 
tant as the treatment of the disease. 

Malnutrition is insidious, occurring over weeks 
or months, predisposing to poor surgical risk and 
the complications of infection with the depletion of 
plasma and tissue protein; the result is asthenia with 
its attending lack of endurance, resistance and re- 
duced healing. 

Wound healing and the rapidity of convalescence 
depend to a great extent on an adequate protein 
intake. During these periods of stress the body 
not only is required to maintain a normal nitrogen 
tissue intake but also supply enough nitrogen to 
replace that lost due to the rigors of surgery. 

Most persons maintain a nitrogen intake of 9-12 
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grams of nitrogen daily, representing 75-118 grams 
of protein daily. 

In severe infections, as much as 300-400 grams 
of nitrogen may be destroyed daily*4. It is prac- 
tically impossible to maintain this type of patient 
in nitrogen balance. This patient on a supposedly 
adequate diet is actually starved and must consume 
his own tissue due to the impossibility of maintain- 
ing an adequate nitrogen intake; it is then necessary 
to find a method of alleviating the protein require- 
ment by the body. This may be accomplished by 
supplying an abundance of protein sparing food such 
as carbohydrate and fats. 

Both carbohydrates and fats are protein sparers*®, 
since they relieve the tissue protein of the task of 
furnishing energy. Carbohydrate has a_ specific 
sparing action quite apart from the energy it fur- 
nishes, because a similar sparing action cannot be 
brought about by fats possessing double the caloric 
value of carbohydrate. Carbohydrate has much more 
pronounced sparing action than fat when fed alone, 
however, when 50% of the calories are supplied by 
fat and 50% by carbohydrate, the protein sparing 
action is as great as one whose total calorie intake 
is derived from carbohydrate alone. Glucose is nec- 
essary for the body to synthesize amino acids into 
body protein. 

It has been shown! that a negative nitrogen balance 
can be corrected to a positive balance by adding 
enough calories to the diet in the form of a fat-car- 
bohydrate emulsion. 

Dietary fat supplement has a protein sparing 
action which is apparently more effective in reduc- 
ing the S. D. A. of protein than glucose. During 
starvation the carbohydrate stores are used first, then 
fat and lastly proteins, the length of time a man can 
fast depends upon his fat stores®?. 

In undernutrition the specific dynamic action of 
all foods is increased*®, 

In test animals the S. D. A. of protein may be 
increased 30% above the basal level; therefore, if 
weight loss is to be prevented, the total calorie con- 
sumption must be increased by 30%. 

Since the body is able to synthesize fat from pro- 
tein and carbohydrate, it may seem that a fat intake 
is not essential aside from the fact that fat is the 
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greatest source of calories. Fat also supplies fat 
soluble vitamins and certain fatty acids necessary 
to health and which cannot be synthesized by the 
body*F. 

Fat in the diet is more slowly absorbed than 
carbohydrate and protein and it tends to delay gastric 
emptying time. 

Fat stimulates the secretion of cholecystokinase* 
which in turn causes the gallbladder to contract. Fat 
emulsions may be contra-indicated in cholelithiasis. 

Fat stimulates the secretion of enterogastrone” 
which is supposed to inhibit gastric motility and 
secretion. 

Hunger and fatigue are experienced sooner on a 
high carbohydrate diet than on a high fat intake. 

Fat not only furnishes more energy than carbohy- 
drate and protein but is the only food material stored 
in the dry state®?. 

During the absorption of fat it is hydrolyzed into 
its constituent fatty acids and glycerol®©, 

Non-emulsified fats *© are hydrolyzed slowly 
and emulsified fats much more readily. Choline plays 
an important part in the transport and storage of 
fat. Betaine and casein apparently exert similar 
effect as choline. The activity of casein is due to 
methionine. Methionine exerts its lipotrophic action 
by transferring’ its methyl groups to ethanolamine 
with the formation of choline. Betaine acts as a 
methyl donor. When these lipotrophic factors are 
not available in the diet, fats accumulate in the liver. 
Studies with tracer elements indicate that choline 
accentuates the rate of phospholipid turn-over in 
the liver and kidneys. 

Fats in the diet play a dual role; part being used 
in the synthesis of phospholipids and part stored 
as fuel. One gram of fat provides 9.3 calories of 
heat*. 

It appears’ that patients maintained on diets con- 
taining large amounts of vegetable fats consistently 
have a marked fall in plasma cholesterol and usually 
phospholipids. This refutes the idea per se that a 
high fat intake is always associated with relative 
elevation of serum cholesterol. The reason for this 
is unknown, but it is postulated that some sterol in 
the fat has some direct blocking effect upon choles- 
terol phospholipid metabolism. Soybean sterols ap- 
parently interfere with the absorption of cholesterol. 

Patients with fracture of the mandible* fed on a 
fat emulsion showed no increase in blood total fat, 
neutral fat, phospholipid or cholesterol, no change 
in protein. A/G ratio, NPN, FBS, COs contents 
Na & K, or cl. urine, urobilinogen, normal. Urinary 
ketones were noted is trace; amounts BMR normal. 
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Palatable fat emulsion’ have been prepared, using 
Tween 80 as an emulsifying agent. No toxic mani- 
festations have been observed in mice fed Tween 80 
over several generations; as much as 15 gm. of Tween 
have been fed to humans for several months without 
any untoward effects. Tween has. been noted to 
increase the rate of absorption of vitamins A in rats. 
It also has been noted to decrease the amount of 
fecal fat in patients with sprue and subtotal gastrec- 
tomy. Patients with jejunostomies™ fed on an en- 
riched formula containing Tween were shown to 
improve fat absorption on a group” of patients 
undergoing operations on the upper digestive tract 
requiring a liquid diet. A fat emulsion was used to 
maintain a positive calorie and nitrogen balance. 
It was found that 83% gained weight; 40% had 
increased appetite; 46% no disagreeable symptoms; 
81% able to tolerate formula; 21% refused because 
of nausea and vomiting. 

Fat emulsions have been successfully used in tube 
fed patients*. Patients in a negative nitrogen balance 
have come in balance when fat was added to the 
diet, demonstrating again the protein sparing action 
of fat. 

Many studies of oral fat emulsions have been 
made to find a highly concentrated source of calories 
for the nutritional deficient patient. Many types of 
fat preparations have been used: olive oil, linseed 
oil, soybean oil, peanut oil, and butter—usually 
mixed with a sugar solution. The preparation of a 
palatable stable emulsion which is acceptable to the 
patient has been met with some difficulty. Many 
fat preparations are nauseating, causing gastric dis- 
turbance, and patients refuse to continue this type 
of treatment over any great period of time. 

This study has been made to formulate a palatable 
fat emulsion of high calorie value which is acceptable 
to the patient. 

Many preparations, using such agents as egg al- 
bumin, lecithin, glycerin and acacia, were tried. 
The use of these compounds seemed to increase the 
amount of gastric disturbance and at the same time 
have an adverse effect on the stability of the emul- 
sion. 

It was found that an emulsion of vegetable oil, 
sugar solution 60%, emulsifying agents 0.5% pro- 
duced a highly stable emulsion. This emulsion con- 
tains 6 calories per c.c.; it is acid stable and does 
not deteriorate at room temperature. The fact that 
it is acid stable apparently accounts for its lack of 
gastric irritation. It is readily miscible with liquids, 
vitamins, cola drinks, milk, coffee, and fruit juice. 
It is essentially odorless at room temperature, and 
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tasteless when administered in ice cold chocolate 
milk. 
Soybean oil—contents 


Carbon Per Cent 
Peles: 16 6.5 
Lignoverie 24 0.1 


Fatty acids containing from one to three carbon 
atoms have sharp odors; those containing from 4 to 
9 have odors like rancid butter; the higher numbers 
of the series are practically odorless. Most of the 
saturated fatty acids occurring in nature are straight 
chain acids with an even number of carbon atoms. 

The vegetable oil used in this fat emulsion is 
highly refined and contains fatty acids with a high 
carbon content which apparently accounts for the 
lack of odor, and absence of rancidity which many 
fat preparations develop. Non-sterile samples of 
the emulsion have remained stable for 6 months at 
room temperature without change in odor or taste. 
Samples were not tested longer than 6 months. 

This emulsion has been tested on many patients 
over a three year period. It has been administered 
to patients of all age groups without any reactions. 
This preparation is considered to be a nutritional 
supplement, supplying a large amount of calories 
in a small volume. Generally one pound of weight 
is gained per pound of emulsion taken; however, 
many patients have made startling gains of 5 to 10 
pounds on one or two pints of the emulsion. This 
unusual gain cannot be accounted for; there is no 
evidence of peripheral edema or the retention of 
fluid. Most of the patients have an increase in 
appetite, more energy and an increased feeling of 
well being. It was observed that weight gain is 
apparently enhanced by giving an adequate supply of 
B Complex vitamins. 

The liver plays an important role in the metabo- 
lism of fat by forming phospholipids which are 
necessary in the transportation of fat from the liver 
to the normal fat depots. Nowe of the patients on 
the emulsion developed fatty livers and it was 
not found necessary to add lipotropic agents as a 
preventive. It is known that choline is an impor- 
tant member of the B complex and that animals 
It is 
on this basis that a liberal supply of B complex was 
administered with the fat emulsion. 


deficient in B complex develop fatty livers. 
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The emulsion was administered to several patients 
with severe liver disease with an improvement in the 
blood proteins, reduction of peripheral edema and 
reduction in liver size. 


SUMMARY 


Twenty-eight patients have been studied while 
consuming an oral fat emulsion having a calorie 
value of 6 calories per c.c. The average amount 
consumed was 120 c.c. daily, equivalent to 720 calo- 
ries. The emulsion was exceptionally well tolerated. 
Every patient who took the emulsion as directed 
gained weight without exception. 

It is advisable to include a liberal B complex in- 
take with the emulsion; this apparently enhances the 
metabolism of fat. 

The use of fat emulsions in elderly patients has 
been studied. Probably one of the most important 
uses of this type of preparation is in the nutritionally 
deficient elderly patient. Fat emulsions help these 
people preserve and restore their body protein. The 
dentition of the elderly patient is usually poor and 
they are therefore in a state of chronic malnutrition. 
A mixture of a fat emulsion with milk provides a 
complete food which is evidenced by the patient 
response. 

Several patients with advanced cirrhosis of the 
liver and ascites were treated with a fat emulsion. 
The patients all had a return of their blood proteins 
to normal, ascites subsided, and livers reduced in size. 
The use of fat emulsion in treating liver disease 
apparently has merit and should be investigated 
further. 

The fat emulsion studied in this paper is called 
Nutramul, and was supplied through courtesy of 
Medi-Search Laboratories. 
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Case SUMMARY 


Days 
On 


EMULSION 


AMOUNT OF 


EMULSION 
CONSUMED 


WEIGHT 
GAINED 
Les. 


COMMENT 


Large lung abcess pro- 
gressive wt. loss no ap- 


petite (now in hospital) . 


Broncho pneumonia, 
asthma, and chronic 
aleoholism 


Fracture cervical spine— 
malnourished 


General senility 


Pneumonia and malnutri- 
tion 


Congestive heart failure, 
hyperthyroidism—too 
weak to walk—malnu- 
trition 


Underweight—poor appe- 
tite—nervous 


Underweight 


| Duodenal ulcer and 


underweight 


Advanced cirrhosis of 
liver, chronic alcohol- 
ism—peripheral edema 
—liver down four fin- 
ger breadths. 


Carcinoma of liver, 
weighed 104 before op- 
eration 


| Lobectomy right lung for 


for tuberculoma 
Underweight 


Nervousness, under- 
weight 


| Chronie alcoholism mal- 


nourished. 


No energy, tires easily at 
work, can’t eat 


Chronic aleoholism 


Progressive weight loss, 
| inanition with  peri- 
pheral edema, has been 
treated with vitamins 
and high calorie diet 
without benefit 


24 Oz. 


28 Oz. 


32 Oz. 


Unknown 


40 Oz. 


400 Oz. 


112 Oz. 


Unknown 


Unknown 


Unknown 


220 Oz. 


120 Oz. 


614 


Increased appetite. Likes 
emulsion, no gastric disturb- 
ance. 


Tolerated well, no regurgl ita- 
tion; appetite increase 


Refused most solid food; ac- 
cepted emulsion well, emul- 
sion supplied most of calorie 
intake. 


Able to get out of bed and walk 
more alert—remarkable re- 
covery. 


Improvement in strength and 
energy. 


Gained 7 lbs. in one week; able 
to get up and walk. Has 
taken emulsion for over a 
year. Takes 4 oz. daily. Wt. 
now 125. 


Poor co-operation, would not 
take emulsion regular, poor 
response. 


Likes emulsion, feels better. 


Eats very little, feels better 
when taking emulsion, no 
gastric irritation. 


Reduction of edema—decrease 
in liver size, appetite im- 
proved. 


Reduction in edema and asci- 
tes, liver could not be felt at 
end of 3 months; able to do 
more work. 


Rapid gain in strength. 


Took emulsion irregularly. 


Took emulsion sporadically. 


More energy, stronger, able to 
perform work without diffi- 
culty. 


Reduction of edema and asci- 
tes, greatly improved, liver 
decreased in size and firm- 
ness. 

Appetite improved, strength 

increased. 
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Underweight 


Underweight 


Underweight 


Underweight 


Underweight 


Underweight 


Days AMOUNT OF | WEIGHT 
Supsect| Sex | AGE Case SUMMARY On Emubsion | GAINED COMMENT 
EMULSION | CoNSUMED Las 


28 


116 Oz. 9 
16 Oz. 


16 Oz. 24 
32 Oz. 3 
No record 


No record 4 


Increase in strength 
tite. 


Poor co-operation. 


1 and appe- 


Underweight 30 16 Oz. 4 Took only sporadically. 
26 k 32 | Underweight 14 2 
27 F 42 | Underweight | 7 160z. | 414 
28 M 29 | Cirrhosis of liver and 30 96 Oz. 15 Dramatic improvement—took 


ascitis, 


liver down 


4 | 


emulsion well 


treatment 


F.B., serum Alb. 2.6 | 
} 


consisted of emulsion plus 
vitamins. 
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Correspondence .... 


“Hormone Controls Bleeding” 
To THE Eprror: 

In the December issue of the Virginia Medical 
Monthly, there is a short abstract under the heading 
“Hormone Controls Bleeding”, taken from an ex- 
cellent article by Dr. Harold C. Menger, entitled 
“Estrogen Given Parenterally to Control Epistaxis 
and Hemorrhage After Adenoidectomy” which ap- 
peared in the J.A.M.A. for October 8, 1955. This 
abstract implies that Dr. Menger was the originator 
of this idea but in the very first paragraph of his 
article, Dr. Menger denies he is entitled to this 
credit. He is, however, the first to apply this theory 
and therapy to post-adenoidectomy bleeding. 

The December 3rd issue of the J.A.M.A. con- 
tained a letter from Dr. Joseph J. Gertner in which 
he stated the connection between hormones and bleed- 
ing was mentioned in the literature of the early 
1930’s. He then went on to say that “after prac- 
ticing medicine for many years, one hears of many 
new discoveries that are not really new or discov- 
eries’. I wrote to Dr. Gertner for his references 
and he replied that at this time he was unable to 
ascertain the source of his information. A letter was 
sent also to the Library of the A.M.A. requesting 
a search of the literature between 1925 and 1940, 
and, except for the abortive attempts to relieve hemo- 
philia with estrogens, only one reference to the use 
of hormones for bleeding was found—(DeSilva, E. 
B., Illinois Medical Journal, 69:81, 1936). In this 
article DeSilva reported the value of repeated small 
dosages of estrogens to control what I believe to 
be another form of spontaneous hemorrhage—delayed 
posttraumatic and postoperative bleeding. He re- 
ported 8 cases and he considered all his patients to 
be permanent bleeders. 

I was entirely unaware of this article when in 
1937 I began using estrogens for bleeding. An ar- 
ticle was published in the pages of the Monthly in 
1941 and the opening statement was: “The purpose 
of this article is to attempt, through some illustrative 
cases, to connect spontaneous bleeding with the en- 
docrine system by showing that by attacking the 
existing endocrine status, the hemorrhage promptly 
ceases.” The second article appeared in the Monthly 
in 1945. Four of the eight conclusions of this 
article are: 

1. Recurrent spontaneous hemorrhage is a disease 

entity in itself. 


2. It is a psycho-endocrine phenomenon with a 
mechanism similar to psychosomatic condi- 
tions. 

3. A particular type of personality seems to be 
associated with this disease. 

4. The clinical manifestations of deprivation of 
these substances (estrogens and androgens) or 
of an imbalance between them are more clearly 
seen in the vascular system, sex organs and the 
psyche but may have far reaching influences 
which are, as yet, not understood. 

Neither DeSilva’s nor my articles attracted much 
attention and are not mentioned in any of the texts 
devoted to Otolaryngology of that period or even now. 
However it has never been my intention to call atten- 
tion only to the control of epistaxis with hormones. 
The objective was much broader and truly in accord 
with your titlk—‘‘Hormone Controls Bleeding’. In- 
stead I have repeatedly stated the theory that epis- 
taxis, about which little is known except it is a nui- 
sance but seldom fatal, is just part of the larger pic- 
ture of spontaneous hemorrhage. In another article 
entitled “Spontaneous Hemorrhage—A Clinical En- 
tity with Special Reference to Epistaxis” published 
in the A.M.A. Archives of Otoloryngology during 
1954, this theory again was reiterated and the disease 
described in more detail: 

“Sudden, unexpected, and sometimes unsuspected 
hemorrhage is an extremely common phenomenon 
in man. Such bleeding in its milder forms is so 
general that there are few indeed who have es- 
caped this experience during their lifetime. The 
commonest varieties, such as epistaxis in chil- 
dren or the rectal and uterine bleeding of middle 
age, are relatively benign. But in the latter 
years, blood frequently is released abruptly into 
an organ, cavity, or space, where its presence 
can have a calamitous portent or be the precursor 
of a catastrophe. This bleeding is of quite an- 
other sort, with its malignity augmented by in- 
acessibility and not uncommonly by the mystery 
of its location or even of its existence. If the 
hemorrhagic state is inevitable, one is fortunate 
indeed to have the focus of bleeding in the nose. 
The word “Spontaneous” is applied to this type 
of bleeding, with the full knowledge that no 
hemorrhage just happens without provocation or 
is, according to the once-prevalent notion, a 
means of reducing tension or disposing of excess 
blood. The term is not accurate and should be 
considered a misnomer, but it is particularly 
apropos in that it conveys the impression of 
sudden bleeding without preliminary warning. 

“According to this definition then, a hemorrhage, 
to be considered spontaneous, must happen with- 
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out a reason or cause—a fallacious assumption. 
So far, the search for more tangible origins has 
led to the discovery of damaged vessels and bleed- 
ing ulcers, but even these cannot always be found. 
In the brain and subarachnoid space, the blame 


usually is put upon small sacculations or 
aneurysms. That these dilatations are congenital 
is doubtful, but there is still no explanation of 
why they rupture, especially during and after 
stress. Another common form is the subintimal 
minute hemorrhages in coronary arteries that pre- 
cede thrombosis and occlusion of these vessels. 
Hemorrhage of obscure origin also takes place in 
the gastro-intestinal and urogenital tracts, in the 
eye as well as beneath the conjunctiva, in the 
pancreas, the bronchi, the peritoneal cavity, and 
elsewhere. A broad and unique experience with 
estrogens in all of these conditions warrants the 
opinion that they are not dissimiliar. . . . How- 
ever, the source of bleeding and the cause for 
bleeding must be carefully differentiated. Lesions 
like ulcers in the stomach and duodenum or rup- 
tured varices around the eosophagus or the vesical 
neck may be the source but not the true cause of 
hemorrhage.” 


It should be of interest to know that the ability 
of ovarian hormones to produce hemorrhage had been 
recorded long before these substances had been ac- 
tually identified. In 1905, J. Halban (Archiv for 
Gynakologie 75:353) noted “the occurrence of in- 
terstitial bleeding in the breast, maternal and fetal, 
and in the liver, kidney and brain in eclampsia”, 
which led him to postulate that there were “Innere 
Secretion von Ovarium and Placenta”, when these 
secretions were unheard of. And, he cited instances 
of bleeding from the nipple and nose as examples of 
vicarious menstruation. He arrived at 21 “These” 
or conclusions that they must be in existence purely 
as a result of clinical observations which could not 
be explained any other way. No. X of Halban’s 
“XXI These” stated: ‘The placental and ovarian 
substance have the same general ability to produce 
hyperemia and hemorrhage.” 

He arrived at two more salient deductions, now 
accepted as facts, which indicated these hormones 
also as present in men. The first is that “gyne- 
comastia occurs in men and frequently in association 
with atrophy of the testes’ and ‘These XXI: Milk 
secretion in men may occur if in gynecomastia the 
testes undergo atrophy.” The other conclusion was: 
“These hormones are present in men and in some way 
connected with osteoporosis.” It was not until 1923 
that estrogen was extracted from the ovary and 
1927 before it was isolated from the placenta. Pro- 
gesterone was obtained from the corpus luteum in 
1930 and from the placenta in 1936. In the comment 
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on this article (After Office Hours: Obstetrics and 
Gynecology, Nov. 1955) the reviewer remarked: 
“Each time I have read this paper since 1930, when 
I discovered it, I have been more and more impressed. 
The substitution of two little words, estrogen and 
progesterone, would make it better than most cur- 
rent papers on the subject.” 

The production of natural and synthetic estrogens 
and androgens in quantities large enough for clinical 
and experimental purposes led to their widespread 
use and inevitably to their abuse. Unfortunately, the 
tawdry appellation of “sex hormones” aptly but 
ineptly applied to them sharply restricted their use 
to women and exploited only the clearly apparent 
differences between the sexes. One of the first targets 
was hemophilia and it did not take long to discover 
that hormones alone were not the'culprits. With the 
passing of time, the concept of androgyny—female- 
ness in the male and maleness in the female—dis- 
pelled the notion that gender dictates which hormone 
should be used. And it is not yet fully realized that 
it is unlikely that the synthetic and conjugated es- 
trogens of today and the methods of administrating 
them can do little more than imitate after a fashion 
the function and interaction of the natural human 
hormones. 


The theory that spontaneous hemorrhage arises 
from fluctuations in the circulating hormones rests 
on the fact that the normal physiological processes 
of menstruation also are the result of these variations. 
Therefore the bleeding period itself is a form of 
spontaneous bleeding. I believe this same mechanism 
may come into operation as a kind of vicarious men- 
struation in locations not sanctioned by nature, yet 
not produce a general hemorrhagic state. Coagula- 
tion of the blood persists during the bleeding phase 
of menstruation and is in no way altered during 
episodes of spontaneous bleeding. Proof that the 
clotting mechanism is not affected and that hemor- 
rhage will occur only from a site especially prepared 
for that purpose is furnished by the fact that these 
patients can be operated on and the incisions will 
have no more tendency to bleed than those who do 
not have the disease. Hysterectomy can be done in 
the face of so-called functional uterine bleeding, 
gastrectomy is possible for bleeding peptic ulcer and 
major vessels can be ligated for nosebleeding or in- 
tracranial aneurysms without fear of hemorrhage 
from the wounds required to reach these structures. 
Moreover, just as menstrual bleeding is episodic, even 
though the episodes are cyclic, so also is spontaneous 
hemorrhage. No patient bleeds from any lesion con- 
tinuously and the majority of attacks are induced 
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by extrinsic as well as intrinsic influences beyond 
his control. Even removal of the lesion does not 
prevent the tendency to bleed for shutting off the 
bleeding point does not cure this disease. Only too 
often another bleeding area is created at a different 
location not necessarily in the same organ. 

The theory is that epistaxis, cerebral hemorrhage, 
coornary occlusion, gastro-intestinal bleeding, intra- 
occular hemorrhage and many similar conditions may 
be a single disease with a multitude of manifesta- 
tions depending upon where it strikes. An extensive 
clinical experience, which was reported in the De- 
cember, 1955 issue of the Western Journal of Sur- 
gery, Obstetrics and Gynecology, has led me to the 
conclusion that spontaneous hemorrhage is a clinical 
entity in itself and that epistaxis is only the common- 
est form of this disease. In this article, an elabora- 
tion of this theory, including a tentative description 
It contains also the 
only published illustration of what may be the mech- 


of the pathology, is presented. 


anism of epistaxis. If this mechanism or one closely 
related and described as a vascularization process 
should become active in the brain, the veins or the 
walls of the large arteries, it could easily explain the 
vast number of vascular catastrophes with which 
almost every branch of medical practice must contend. 

The success attending the application of this theory 


has been demonstrated by the experience with epis- 
taxis in the Petersburg General Hospital since the 
introduction of intravenous estrogens in 1952. From 
Januay 1, 1952, to November 30, 1955, 94 patients 
who were hemorrhaging severely enough to warrant 
hospitalization were admitted. Not a single one 
was packed or cauterized, nor were any vessels 
Many more were treated in the out patient 
clinic just as successfully. This work is continuing 
and I have no illusions the theory, as it is now 
formulated, is wholly tenable or infallible, and cer- 
tainly ,it is not complete. 


ligated. 


Until clinically useful 
methods for measuring the circulating hormones have 
been invented or the presence of a vascular toxin can 
be accurately detected, there is little likelihood that 
this theory can be supported by any other means 
except clinical experience and observation. 

I do not know if priority of publication is as im- 
portant in medical journalism as in other fields. If 
it is important, and this theory of spontaneous bleed- 
ing is eventually confirmed, then as far as I can 
determine, the Virginia Medical Monthly was the 
first to publish it. 

JAcosson, M.D. 


18 Liberty Street 
Petersburg, Virginia 


Doctors’ Own Health-Check Program. 


Doctors who don’t have time for physical check- 
ups might take a glance at what their colleagues in 
Williamsport, Pa. are doing. The physicians there 
make the time, and they’re glad they do. 

On one of two well-publicized days every April, 
the Williamsport M.D.s receive check-ups, and, as 
a result, they stay healthy. The story of the program 
they’ve established appears in the November issue 
of Medical Economics, national business magazine 
It’s entitled “These 80 M.D.s Get 
Annual Check-ups.”’ 


for doctors. 


The program is now in its fifth year. Here’s how 
it works, according to Medical Economics: 

“The doctors are asked to report in advance for 
a complete blood count, urinalysis, serology, sedimen- 
tation rate check, chest x-ray and electrocardiogram.”’ 
And there are several additional procedures. 

On examination days, the doctors take nine more 
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tests, and they’re checked by thir own colleagues. 
The tests require about two hours, the magazine 
reports, and, as soon as the doctors have completed 
them, ‘‘the results are studied by an examining board. 
Then—sometimes even before the participant has left 
the building—the board drafts a letter to him listing 
all positive findings and recommendations. In any 
case, each physician gets the results within two 


weeks.’ 
Some exam- 
iners bring along their own aides and pay them 
themselves, but the rest of the expense is borne by 
the hospital. That expense averages $23.75 for each 
man examined. 


The cost of the program is slight. 


So successful has been the voluntary program, em- 
phasizes Medical Economics, that it now boasts 80 
per cent participation. And, say its backers, it’s 
saved several doctors from serious illness. 
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Mental Health .... 


Who Are the Patients in Our Mental 
Hospitals? 
Note: Much interest has been shown in the number and 
types of patients in the mental hospitals. A series of sta- 
tistical articles, prepared by the Department's Statistician, 
to be published in the next several months, will bring out 
the different aspects of the hospital population. Charts, 
which will give a graphic picture of the various charac- 
teristics of these patients, will also be included. It is 
hoped that this will be valuable information to the medical 
profession in Virginia. 
JoserpH E. Barretr, M.D. 
Commissioner 


The mental hospital resident population has been 
steadily on the increase. In Virginia, since 1952, 
the increase has been 1,178 patients (407, 1952 to 
1953; 324, 1953 to 1954; and 447, 1954 to 1955). 
The increase of admissions for the same period was 
529 (184 for year ending June 30, 1953, 73 for 1954 
and 272 for 1955). This certainly brings up the 
question of “What causes the increase in resident 
population?”. There are probably several answers 
and some of the questions may never be answered 
satisfactorily. It may be that intensive, time con- 
suming research might give a deeper insight into the 
problem of the increasing population. 

Analyses of statistical tabulations on the hospital 
records tell us the characteristics as to age, diagnosis, 
and length of stay. These give three phases of the 
problem confronting administration in providing 
facilities, personnel, and other necessities for care 
and treatment of these patients. 

The length of stay of patients is one of the char- 
acteristics of primary importance. 

On June 30, 1955, there were 11,303 patients 
resident in the four state hospitals in Virginia; 2,458 
or 21.8% had been on record 20 years or longer 
and 2,331 or 20.6%, 10 through 19 years, making 
42.4% on record 10 years or longer. (Chart No. I) 
This consists largely of a build-up of patients who 
have not responded to or received proper or efficient 
early treatment. It may be said that some of the 
33.0% (3,730 patients) who have been on record 
from 2 through 9 years will be contributing largely 
to the future build-up of long term residents. Of 
the remaining 24.6%, 8.2% (929 patients) were 


Contributed by EDNA M. LANTZ, Statistican, Depart- 
ment Mental Hygiene and Hospitals. 
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JOSEPH E. BARRETT, M.D. 


Commissioner, Department Mental Hygiene 
and Hospitals 


on record from 1 to 2 years; 5.5% (622 patients) 
6 months through 11 months; 4.1% (462 patients) 
3 through 5 months; 3.8% (430 patients) 1 through 
2 months and 3.0% (340 patients) less than one 
month. 


CHART NO. 1—Percentage distribution of continuous length 
on record of patients resident in Virginia’s four mental hos- 
pitals as of June 30, 1955. 

The best treatment results are obtainable within 
the first year of hospitalization. Those who remain 
longer than 1 year have less chance of leaving the 
hospital. 

The long-term build-up of the 42.4% who have 
been on record 10 years or longer is a tax on hospital 
facilities and personnel and on the economy of 
society. Specific characteristics of this group will 
be developed in later articles. 

Another characteristic of patients in residence is 
the ages that have to be considered. The large num- 
ber of patients who have been resident over a long 
period of time tend to increase the old age groups 
materially. On June 30, 1955, 26.1% (2,942 pa- 
tients) were 65 years of age and over. (Chart No. II) 
Of this group, 16% (1,688 patients) are from 65 to 
74 years of age; 8.9% (1,013 patients) are from 
75-84 years of age; and 2.2% (241 patients) are 
85 years of age and over. Many of these have been 
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resident for 10 years and over, especially the 65-74 


years age group; 51.9% of these had been on record 
10 years and over. Of the other age groups, 17.7% 
(2,000 patients) were in the 55-64 age group; 56.8% 
In the 45-54 
(2,399 patients) ; 52.9% 
In the 35-44 
(2,105 patients) ; 38.7% 


of these on record 10 years and over. 
age group there were 21.2% 
of these on record 10 years and over. 
age group there were 18.6% 


CHART NO. Il—Percentage distribution of age groups of pa- 
tients in residence in Virginia's four mental hospitals as of 
June 30, 1955. 

This total of 

57.7% (6,504 patients) is a potential build-up of 

the older age groups unless a concentrated therapeu- 

tic program is able to effect improvement in many 
of these patients so that they may be released. The 

remaining 16.4% were distributed 11.5% (1,299 

patients) in the 25-34 age group; 4.1% (457 pa- 

tients) in the 15-24 age group and 0.8% (100 pa- 
tients) under 15 years of age. 


of these on record 10 years and over. 


Another characteristic of patients resident in the 
hospitals, as shown by statistical tabulation, is the 
diagnostic group. 

The largest single diagnostic group is schizo- 
phrenia with 35.9°% or 4,062 of the 11,303 patients 
in hospital on June 30, 1955, with more than half 
of the group being on record 10 years and over. The 
second largest is the manic-depressive with 15.1% 
or 1,704 patients, with more than 60% on record 
10 years and over. (Chart No. III) Later articles 
will show how these two groups constitute the ma- 
jority of the long term patients and the aging 


patients. This appears to be the area in which 
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research should be concentrated as to causes and 
effective therapeutic procedures. Education for early 
recognition of symptoms of these disorders, with 
treatment in the early stages, might also prevent 
long hospitalization of this group. The old age 
diagnosis of cerebral arteriosclerosis and senility 


constituted 13.1% or 1,477 patients. Only about 


8% of these had been on record more than 10 years; 


Personality Disorde 


Psychoneurosis 


CHART NO. IlIl—Percentage distribution of diagnostic groups 
in residence in Virginia’s four mental hospitals as of June 30, 
1955. 


about 75% had been in less than 5 years. This 
group is an admission problem rather than a build- 
up problem for long terms of elderly patients. 


There is a group of 8.4% or about 1,000 mentally 
deficients who should not be in the mental hospitals. 
Most of these are concentrated in one hospital in 
which a problem of overcrowding has been created, 
as well as the difficulty of planning for treatment and 
care somewhat different from that of the mentally 
ill. These also cause some of the build-up of long 
term patients, 


The remaining 27% are other forms of chronic 
brain syndromes (epilepsy, syphilis of central nerv- 
ous system, metabolic disorders, etc.), and mental 
deficiency with a psychosis. Psychoneuroses and 
personality disorders are small portions of the popu- 
lation. Some of the other chronic brain syndromes 
are long term patients, however, not as large a con- 
tributing factor as the functional psychotic group. 
More details of the diagnoses of patients will be 
taken up in succeeding articles. 
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Public Health.... 


Diphtheria Immunizations 

The schedule of immunization against diphtheria 
that has been adopted by the Virginia Pediatric So- 
ciety and accepted by the State Health Department 
is to give the first injection at the age of three months, 
the second at the age of four months and the third 
at the age of five months. A booster is given at 
the age of eighteen months and again when the 
When diphtheria toxoid 
is given, pertussis vaccine and tetanus toxoid are 


child is 3-5 years of age. 


injected with it in a combined form so that immuni- 
zation against the three diseases is carried out at the 
same time. 

Present diphtheria toxoids confer a high degree of 
immunity, but protection is not perfect and parents 
should not be led to expect perfect protection. To 
maintain immunity, regular booster injections must 
be given. The level of circulating antibody in the 
child’s blood serum falls below the protective level 
in 18 to 24 months following the initial series of 
three DPT injections. Most levels of circulating 
antibody following the first booster injection are 
appreciably higher than those previously established. 
Following the first booster dose, the levels fall more 
slowly than after the original series of three doses. 
It is of great importance to get the child back for 
the first beoster following the initial series. 

While the usual interval suggested before the first 
booster injection is one year, it may be given as 
early as 6 months following the initial series with 
excellent response. The injection should not be de- 
layed more than 18 months after the first series as 
the child is no longer adequately protected after this 
interval. However, he is capable of responding 
to a booster injection for many years. There is 
no need to repeat the primary series no matter 
how long before it was given. If he misses the first 
booster at the usual time, he should certainly be given 
one at any time up to the age of ten years. Between 
10 and 15 years he will need only the DT booster 
injection unless there is some indication for protec- 
tion against pertussis. After 15 years of age the 
booster injection should be of the new diphtheria- 


tetanus toxoids for adults. Following the booster 


given at about 10 years of age and again at about 
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MACK I SHANHOLTZ, M.D. 


State Health Commissioner of Virginia 


15 years of age, it seems sufficient to stimulate diph- 
theria immunity only about every 10 years. 


There is not enough diphtheria in most communi- 
ties now to act as a natural stimulant of diphtheria 
in older persons and for this reason attention should 
be paid to maintaining immunity in this group. It 
has been shown that small doses of standard diph- 
theria toxoid preparations can be safely used in early 
teen age. The dosage for children 12 to 15 years 
old is 0.1 cc of the standard DT toxoid mixture. 

For those above 15 years of age it has been found 
necessary to give smaller doses of diphtheria toxoid 
than is contained in 0.1 cc of the standard toxoids if 
reactions are to be avoided. Young adults have 
reacted more to the impurities in the toxoid, but 
purification of toxoids has reduced the incidence of 
severe reactions. Older adults react to the toxoid 
itself and it is necessary to give a dose of only 0.05 
ce of standard diphtheria toxoid. This dose has been 
found adequate to induce immunity in adults with 
no previous immunity. A combined diphtheria- 
tetanus mixture has been prepared containing this 
small amount of diphtheria, together with a standard 
quantity of tetanus toxoid, in 0.5 cc. This has been 
given extensive trials and approved for usage with- 
out sensitivity testing by the Commission on Im- 
munization of the Armed Forces Epidemiological 
Board. 

Immunization of allergic children with diphtheria, 
pertussis and tetanus antigens is safe, according to 
reports from the University of Texas and the Chil- 
dren’s Medical Center, Dallas. The usual methods 
of injection may be used during the first few years 
of life, but highly sensitive older children should 
receive small, frequent intramuscular or intradermal 
injections. 

A positive Shick test does not always indicate that 
the individual lacks immunity to diphtheria. Ex- 
perience has also shown that a negative reaction 
does not necessarily indicate that the individual has 
developed sufficient immunity against diphtheria to 
protect him from the disease. The test still has some 
value in the hands of physicians skilled in its use 
but, generally speaking, it is difficult to administer 
on a large scale and difficult to interpret. It is rarely 
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A history of active immunization with 
booster doses given at scheduled intervals is of greater 
value. The finding and the treatment of diphtheria 
carriers with antibiotics are other important means 
of protecting a community against the spread of the 
disease. Contacts of clinical cases of diphtheria 
should have throat and nasopharyngeal cultures taken 


used now. 


for examination, 

Diphtheria has not ceased to be a medical and 
public health problem in this country. Immuniza- 
tion programs have not kept pace with the increase 
in population and have seldom been extended to 
older children and adults. Physicians must be con- 
stantly on the alert to reduce the number of cases and 
deaths. Diphtheria cannot be treated with anti- 
biotics alone. While antibiotics will prevent further 
growth of the organisms, they will not destroy the 


toxin that has already been produced by the bacteria. 


All proved cases of diphtheria should be treated with 
adequate amounts of antitoxin. 


MONTHLY REPORT OF THE BUREAU OF 
COMMUNICABLE DISEASES 
Jan.- Jan.- 
Dec. Dec. Dec. Dee. 
1955 1954 1955 1954 


Brucellosis 2 30 46 
Diphtheria ___ 3 45 36 
Meningococcal Infections _-___ 12 18 99 115 
| | 17 338 613 
Rocky Mt. Spotted Fever __-_ 2 0 48 41 
Streptococcal Infections 337-496 6516 4766 
9 14 24 46 
Typhoid Fever 12 46 70 
Rabies (In animals) —_- 27 37 374 377 


New Synthetic Hormone 


A preliminary report on the use of a new synthetic 
hormene te make up for hormone gland activity lost 
through disease or surgery has been made by two 
Ohio physicians. 

The hormone, fludrocortisone acetate, appears to 
be 15 to 20 times as effective as hydrocortisone, an- 
other synthetic now used for such conditions. The 
greatest usefulness of fludrocortisone probably will be 
in adrenal insufficiency (a disorder in which the 
adrenal glands fail to function properly) and in cases 
of surgical removal of the glands in cancer or other 
serious illnesses. 

The physicians, who made their report in the 
December 24 Journal of the American Medical 
Association, gave the hormone to patients with a 
variety of disorders, including a serious nervous 
condition characterized by loss of appetite, an eye 
disease, rheumatoid arthritis, and adrenal cortical 


hypofunction. 

The hormone is similar to cortisone and hydrocor- 
tisone in its ability to inhibit the pituitary stimula- 
tion of the adrenal gland: produce loss of nitrogen, 
calcium, and phosphorous; inhibit inflammation, and 
produce a sense of well being. It also resembles 
desoxycorticosterone, another synthetic hormone, in 
its effect on salt, water, and potassium balance. How- 
ever, its use may be limited in conditions such as 
rheumatoid arthritis in which it causes too much 
salt and water retention. 

The report was made by Drs. George J. Hamwi and 
Robert F. Goldberg, from the division of endocrinol- 
ogy and metabolism, department of medicine, Ohio 
State University, Columbus, Ohio. 

The study was supported by grants from the Com- 
ly-Coleman Fund, the Institute of Nutrition of Ohio 
State University, and Merck & Company, Inc. 
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The Medical Society of Virginia .... 


Delegates to the American Medical 

Association 

The Interim Session of the House of Delegates 
of the American Medical Association was held No- 
vember 29th to December 1st, 1955, in Boston with 
headquarters at the Statler Hotel. 

Special emphasis was given to Public Relations. 
Most of the day preceding the meeting of the dele- 
gates was devoted to this subject with a program 
including addresses by Representative Curtis of Wis- 
consin, Senator Bennett of Utah and L. E. Reed, 
president of the Foundation for Economic Education. 

In his address to the House, President Hess stated 
that the greatest fault of the medical profession is 
He urged that much greater effort be 
made to inform the public of the accomplishments 


complacency. 


of physicians in promoting the public health and of 
the objectives of organized medicine. 

On the national level, interest centered around 
H.R. 7225, a bill to amend the Social Security Act. 
This bill proposes that individuals, fifty or more of 
age, who are adjudged totally and permanently dis- 
abled may receive cash benefits from the Government. 
Obviously the responsibility for determining disa- 
bility would fall upon the physician with resulting 
political and administrative pressure and ultimate 
complete government control of the medical care 
and rehabilitation of a large segment of the Ameri- 
can people. The bill, which is strongly opposed by 
the A.M.A., as an example of socialized medicine 
by the back door, has passed the House of Represen- 
tatives by a large majority having been pushed 
through without public hearings. 

It will shortly come before the Senate Finance 
Committee of which our own Senator Byrd is Chair- 
man. In opposing this bill as an encroachment upon 
the American system of medical practice, the A.M.A. 
urges the creation of a well qualified commission to 
make a thorough study of social security and that the 
findings of this commission serve as a basis for non- 
To this end the A.M.A. 
pledges full cooperation in providing information on 


political improvements. 


the medical aspects of disability, rehabilitation and 
care of the disabled. 

As misunderstanding seems to exist regarding the 
position of the A.M.A. on compulsory social security 
for physicians, the House recommended that state 
societies poll their membership on this question and 
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transmit their findings to the Trustees of the A.M.A. 
as soon as possible. 

A continuing committee on medical practice con- 
sisting of five members, three of whom shall be 
general practitioners, was authorized. Its function 
is to conduct a study of the relative value of diag- 
nostic, medical and surgical services and to report 
its conclusions to the House with recommendations. 
It is also to initiate measures to stimulate interest 
in general practice both in medical schools and hos- 
pitals, and to prevent discrimination against general 
practitioners as staff members. 

The report of the committee to recommend guides 
for grievance or mediation committees was approved. 
This report will be published shortly and will be 
available to local societies. It includes the recom- 
mendation that a uniform policy be followed in which 
such committees are called “Grievance Committees” 
rather than by some other name. 

Proposed changes on the “Principles of Medical 
Ethics” 
pending review by the Council on Constitution and 


were discussed but no final action taken, 


By-laws and the Judicial Council prior to the annual 
session in June. It was recommended that these 
changes be given wide publicity in the hope that 
individual members may become familiar with them. 

Many other actions on a variety of subjects were 
taken by the House. It was recommended that the 
Board of Trustees give consideration to increasing 
the dues of all members, the increase going to the 


Adopted 


a resolution on the practice of pathology that de- 


American Medical Education Foundation. 


clares opposition to “the Division of any branch of 
medical practice into so-called technical and profes- 
sional services’. Approved the appointment of an 
A.M.A. committee to study the prevention of high- 
way accidents. Commended the Women’s Auxiliary 
for its financial contribution to the support of medi- 
cal education and the Sears Roebuck Foundation for 
its financial assistance in establishing medical prac- 
tice units. Reaffirmed its approval of medical society 
sponsored nonprofit prepaid medical care plans as 
a means for financing medical care. In all, 37 reso- 
lutions were considered and disposed of in addition 


to numerous committee reports. 


It was announced that the Board of Trustees has 
appropriated $100,000 to the American Medical Edu- 
cation Foundation; the California Medical Associa- 
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tion presented a check for $25,000, and the Utah State 
Society a check for $11,000 to that cause. 

As is customary at this session, a special commit- 
tee of the Board of Trustees selected Dr. E. Roger 
Samuel of Mt. Carmel, Pa., as the general practitioner 
of the year. 
House. 


Dr. Samuel is a former member of the 
Also a special citation was presented to 
Dr. Torald Sollmann of Cleveland, a charter mem- 


Book Announcements... . 


Polio Pioneers. The Story of the Fight Against 
Polio. By DOROTHY and PHILIP STERLING. 
With photographs by Myron Ehrenberg and The 
National Foundation for Infantile Paralysis. 
Doubleday & Company, Inc., Garden City, New 
York. 1955. 128 pages. Cloth. Price $2.75. 


Present-Day Psychology. An Original Survey of De- 
partments, Branches, Methods, and Phases, In- 
cluding Clinical and Dynamic Psychology. Edited 
by A. A. ROBACK, With the Collaboration of Forty 
Experts in the Various Fields. Philosophical Li- 
brary, New York. 1955. xiv-995. Cloth. Price 
$12.00. 

Hand Surgery. Medical Department, United States 

Army. Surgery in World War Il. Edited. by STER- 

LING BUNNELL, M.D. Office of the Surgeon 

General, Department of the Army, Washington, 

D. C., 1955. ix-447 pages. Illustrated. For sale by 

the Superintendent of Documents, U. S. Govern- 

ment Printing Office, Washington 25, D. C. Price 
$3.75 (Buckram). 


Asclepiades. His Life and Writings. A Translation 
of Cocchi’s Life of Asclepiades and Gumpert’s 
Fragments of Asclepiades. By ROBERT MON- 
TRAVILLE GREEN, M.D., Emeritus Professor of 
Anatomy, Harvard Medical School, Boston, Mass. 
Elizabeth Licht, Publisher, New Haven, Conn. 
1955. ix-167 pages. Cloth. Price $6.00. 


Classes of Biology. By AUGUST PI SUNER. Au- 
thorized English Translation by Charles M. Stern. 
Philosophical 


Library, New York. 1955. x-337 
pages. Cloth. Price $7.50. 
Environmental Hygiene. Volume II. Medical De- 


partment, United States Army. Preventive Medi- 
cine in World War Il. Editor in Chief, Colonel 
JOHN BOYD COATES, JR., M.D.; Editor for Pre- 
ventive Medicine, EBBE CURTIS HOFF, Ph.D., 
M.D. Office of the Surgeon General, Department of 
the Army, Washington, D. C., 1955. vii-404 pages. 
For sale by the superintendent of Documents, U. S. 
Government Printing Office, Washington 25, D. ¢. 
Price $3.50. 


Pathology Seminars. By Lauren V. Ackerman, M.D., 
F.C.A.P.; Arthur C. Allen, M.D.; Colonel J. 
E. Ash, M.D., F.C.A.P.; Arthur Purdy Stout, M.D.; 
Rupert A. Willis, M.D., F.R.C.P. Edited by Robert 
S. Haukohl, M.S., M.D., F.C.A.P., Assistant Pro- 
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ber of the A.M.A. Council on Pharmacy and Chem- 
istry, member of that Council for more than 50 years 
and the Chairman since 1936. The House approved 
the selection of Minneapolis for the 1958 Clinical 
Meeting and Chicago for the 1960 Annual Meeting. 

W. ALLEN BARKER 

J. Morrison HuTCHESON 
Delegates 


fessor of Pathology, Marquette University School 
of Medicine, and W. A. D. Anderson, M.A., M.D., 
F.A.C.P., F.C.A.P., Professor of Pathology and Chair- 
man of the Department of Pathology, University of 
Miami School of Medicine. St. Louis, The C. V. 
Mosby Company. 1955. 195 pages. Illustrated. Cloth. 
Price $10.00. 


Ageing—General Aspects. Ciba Foundation Colloquia 
on Ageing. Volume I. Editors for the Ciba Foun- 
dation—G. E. W. Wolstenholme, O.B.E., M.A., B.Ch. 


and. Margaret P. Cameron, M.A., A.B.L.S.  As- 
sisted by Joan Etherington. Little, Brown and 
Company, Bosten. 1955. xii-255 pages. With 38 


Illustrations. Price $6.75. 


The book presents a series of seventeen papers 
dealing with the general problem of aging plus the 
general discussion following each paper. Each paper 
deals with a different subject, consequently, a large 
variety of topics are briefly covered. 


J. C. Forses 


The Human Adrenal Cortex. Ciba Foundation Col- 
loquia on Endocrinology. Volume VIII. Editors 
for the Ciba Foundation—G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch. and Margaret P. Cam- 
eron, M.A., A.B.L.S. Assisted by Joan Ethering- 
ton. Little, Brown and Company, Boston. 1955. 
xv-665 pages. With 227 Illustrations. Price $10.00. 


Part I contains 
the papers presented April 21-23, 1954 at the Collo- 
quium on “The Human Adrenal Cortex” plus the 
ensuing discussions. 


Che book consists of two parts. 


This part is concerned mainly 
with histological and biochemical aspects and cortico- 
medullary relationship. 

Part II deals with the physiological and patho- 
logical aspects and hypothalamic and pituitary re- 
lationships. It also includes the papers presented 
at the Colloquium held on June 22-25, 1954 plus the 
ensuing discussions. 


J. C. Forses 
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Currents 


PRESIDENT EISENHOWER’S third message of the Union contained many recom- 


mendations of interest to the medical profession. The stand of the American Medical As- 


sociation on many of the items covered in the message is outlined below for your infor- 
mation. 


Dependent Medical Care: AMA believes that dependent medical care, if authorized 
by Congress, should primarily utilize civilian facilities and civilian physicians, with 
care to be furnished in military hospitals or by physicians in uniform only in overseas 
areas or where civilian resources are inadequate. 


Career Incentives: AMA vigorously supports a career incentive program adequate to 
attract a sufficient number of physicians and dentists to voluntary service. 


Medical Defense: AMA urges greater emphasis on the medical aspects of civil defense, 


with adequate appropriation to permit a realistic preparation for medical emergency 
produced by atomic, chemical or biological attack. 


Expansion of OASI: AMA urges a thorough, objective and impartial study of the 


economic, social and political impact of Social Security, both medical and otherwise, 
as the sole basis for objective non-political improvements in the Act. 


Coverage of Physicians: AMA opposes the compulsory coverage of physicians under 


OASI, but does not oppose their inclusion on a voluntary basis similar to that permitted 
ministers. 


Reinsurance: AMA supports voluntary health insurance plans and is convinced that 
their rapid growth and expansion is proof of their ability to cover all risks which can 
‘be covered under an insurance principle. AMA opposes federal reinsurance as unnec- 
essary, unworkable except as a subsidy, and dangerous to the orderly development of 
sound voluntary health insurance programs. 


Veterans: AMA urges the provision of the finest medical care possible to Veterans 
with service connected illness or disability, but opposes federal medical care for illness 
or disability unrelated to military service. 


NEW BOOKLETS FOR MEDICAL SOCIETIES: Two booklets of vital interest to 
medical societies will be published by the American Medical Association early in Feb- 
ruary. The first—“Guides for Medical Society Grievance Committees”—reviews the 
findings and recommendations of the Special Committee on Grievance Committee ap- 


; 


pointed by the Board of Trustees. The second publication—‘“Report of the Survey on 
County Medical Society Activities—will include data on meetings, budgets, scientific 
programs, committees, public relations, etc. 


THE AIR FORCE is preparing a medical student training program in approved medi- 
cal schools. Starting with the 1956-57 school year, junior and senior medical students 
will be eligible for appointments as second lieutenants in the Air Force Reserve. During 
the two years they will receive the pay and allowances of that grade (between $325 and 
$350 a month) which may be used to pay tuition and other school costs. 


Upon graduation, the students will be eligible for appointments as first lieutenants in the 
Air Force medical corps. For each year of active duty pay as a second lieutenant while 
in medical school, a man will obligate himself for an additional year of service beyond 
the regular draft. Accordingly, the doctor with an obligation under the draft who re- 
ceived active duty pay in both junior and senior years will be obligated for four years. 
Both the Army and Navy have similar programs but they are limited to seniors. The 
latest development is expected to lessen congressional activity’on the military medical 
scholarships bill which encountered some opposition in the last session. 


Air Force Surgeon General Dan C. Ogle said the program would provide a “valuable edu- 
cational subsidy” to junior and senior medical students. Closing date for submitting 
applications to the Air Force is next March 1. 


WOULD YOU ADVISE YOUR CHILDREN TO BECOME PHYSICIANS? Accord- 


ing to a nationwide survey conducted by “Medicine in the News” almost 60 per cent of 
physicians would advise their sons to become physicians.. However, only about 15 per 
cent wish their daughters to become physicians. 


UNEVEN RISE IN MEDICAL CARE COSTS: A survey on health insurance for the 


years 1948-54 by the Social Security Administration reveals that the various items mak- 
ing up the medical bill of the nation have advanced at uneven rates. The study notes 
that costs for hospital services during that period had risen 79 per cent, while spending 
for physicians’ services had advanced 33 per cent. The survey also found that Blue Cross 
is the major supplier of hospital coverage, furnishing 49 per cent of all insurance bene- 
fits paid. Commercial group insurance leads in provision of coverage by physician’s serv- 
ice at 37 per cent of the total benefits, followed by Blue Shield plans at 34 per cent. 


AMA PRESIDENT ELMER HESS advises that complacency should be regarded as the 


medical profession’s greatest enemy. 


CONTRIBUTE 
AMERICAN MEDICAL EDUCATION FOUNDATION 
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Woman’ Auxiliary .... 


President 
President-Elect 
Vice President 


Mrs. M. W. Glover, Arlington 
Mrs. Lee S. Liggan, Irvington 
Mrs. Charles A. Easley, Danville 
Mrs. C. C. Hatfield, Saltville 
Mrs. John St. George, Portsmouth 
Mrs. J. R. Grinels, Richmond 
Corresponding Secretary Mrs. Robert Detwiler, Arlington 
Treasurer 


Recording Secretary 


Mrs. William Grizzard, Petersburg 
Publication Chairman 
Mrs. William J. Weaver, Alexandria 


Alexandria 

The Auxiliary to the Medical Society of Alexan- 
dria had one of their most active months in December. 
They sponsored one night performances of the Little 
Theater Group of Alexandria, presenting, “Oh’ Men 
Ol’ Women”. Through the efforts of Mrs. Robert 
Anderson and her committee, the evening was a huge 
success. Student nurses from Alexandria hospital 
ushered and served refreshments during intermis- 
sions. The profit of five hundred dollars made from 
the evening will go into our fund for Alexandria 
hospital and our nursing scholarship fund. 

For Christmas, the auxiliary “adopted” three boys 
in foster homes and provided clothes and toys for 
their enjoyment. Mrs. Robert Bregman, Mrs. Thomas 
McGough, and Mrs. Lewis Mangus collected the 
money and purchased the gifts for this project. 

At our Christmas luncheon meeting, the auxiliary 
wrapped over a hundred gifts, purchased by Mrs. 
F. Preston Titus, Mrs. James Gilbert, and Mrs. John 
Zearfoss, to be given to the clinic children for their 
party. 

After all of this activity, we all relaxed at a gay 
New Year’s Eve party, given by the auxiliary for all 
members and their husbands, at the home of Dr. and 


Mrs. F. Preston Titus. A fitting end to a busy year! 


FRAN Mitts (Mrs. JAMEs) 


Richmond 

This Auxiliary ended the year of 1955 with two 
very successful meetings. On November 22, Dr. 
James King spoke of the public relations of the medi- 
cal profession to the various woman’s organizations 
throughout the city, who were our guests at the Pub- 
Mrs. Richard Baylor and 
Mrs. Thomas Wheeldon were co-chairman with Mrs. 


lic Relations Luncheon. 


Reuben Sims serving as luncheon chairman and Mrs. 
Hubert Dugan arranging flowers. 


On December 13, our Christmas Tea was held in 
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the home of Mrs. Raymond C. Hooker. 


The mem- 


bers brought toys wrapped as gifts, which were dis- 
tributed to children in foster homes under the care 
Mrs. William Barr and Mrs. Wil- 
liam Cox were co-chairman of the function, which 
was beautifully decorated by Mrs. William Young. 
For our Christmas program the Junior Choir of 


of city welfare. 


River Road Baptist Church rendered Christmas 
Carols. 
MarGaret Meapor (Mrs. Cari W.) 
Publicity chairman. 
Fairfax 


The Auxiliary to the Fairfax Society met on De- 
cember 6th at the Court House County Club, at which 
time this years officers were installed by Mrs. M. W. 
Mrs. ‘T. B. McCord will 
serve as president, Mrs. Emmanuel Newman as vice- 


Glover, our state president. 


president, Mrs. Carl Parker as executive secretary, 
Mrs, E. 


and Mrs. Claude Cooper as treasurer. 


Waring, as corresponding secretary 

Our special guest at this luncheon meeting was 
Mrs. Lee Liggan, state organizational chairman. The 
main business of this meeting was to approve our 
new constitution, which was drawn up by Mrs. Rob- 
ert Rounds and her committee. 

The chairmen of standing committees were an- 
Mrs. Acors A, 
Thompson; Publicity and Public Relations; Mrs. 
W. C. Bernhart; Ways and Means: Mrs. Robert 
Rounds; Membership and Remembrance: Mrs. L. A. 
Jacklin; “Today’s Health”: Mrs. E. G. Morales; 
Hospitality: Mrs. Thomas Haggerty; Parliamen- 
tarian: Mrs. Peter Soyster. 


nounced as_ follows: Program: 


Although our auxiliary was only organized in 
November, we have thirty four charter members. It 
is hoped that the wives of all the physicians of Fair- 
fax County will avail themselves of this opportunity 
Associate members will be wel- 


Jacklin at 


to get acquainted. 
comed and should contact Mrs. L. A. 
JA8-8585. 

Congratulations are in order for Dr. and Mrs. 
Robert Hunt, on the birth of a son, Robert Lawrence, 
on November 6th. 

MARGARET L. BERNHART 
Publicity Chairman 


Northern Neck 


The Fall meeting of the Woman’s Auxiliary to the 
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Northern Neck Medical Association was held at the 
Flamingo Hotel in Colonial Beach on October 27, 
1955, at which time Mrs. J. Robert Massie, Jr. of 
Richmond, the past-president of the Junior Board 
of Crippled Children’s Hospital, spoke to us on the 
work of the hospital and the Crippled Children’s 
Hospital Fund. 


Mrs. E. T. Ames of Montross, was elected Presi- 
dent-elect of the auxiliary to fill a vacancy caused 
by the resignation of Mrs. C. T. Peirce of Nuttsville. 

We welcomed one new member, Mrs. Horace E. 
Kerr of Colonial Beach. 


The Northern Neck Auxiliary is quite proud of 


its charter member, Mrs. Lee S. Liggan of Irvington, 
who has been elected President-elect of the Woman's 
Auxiliary to The Medical Society of Virginia. 
RutH L. Gravatt 
(Mrs. A. B. Gravart, JR.) 


Mrs. Waverly R. Payne 

In a recent issue of the Daily Press-Times Herald 
of Newport News, “Peninsula Portraits” presented 
Mrs. Payne as “In her modest, quiet, unassuming 
way Mrs. Waverly Payne goes about doing, perhaps 
as much good as any individual in Newport News”. 
An interesting account was given of her life, her 
family and her hobbies. 


Unusual New Exhibit 


Actual human fetuses, from four-and-one-half 
weeks to nine months old, now may be seen by the 
public in remarkable detail through a new technique 
of embedding them in clear plastic blocks. 

Fetuses have long been preserved in formaldehyde, 
and plastic models of fetuses have been made, but 
what is probably the first exhibit of actual fetuses 
in plastic has just been completed by the American 
Medical Association. 

The exhibit, “Life Begins,” was shown by the 
A.M.A.’s Bureau of Exhibits for the first time at a 
national meeting of the American Public Health 
Association Noy. 14-18 in Kansas City, Mo. 


It is available for public exhibit at various other 
meetings, health fairs, state and county fairs, and 
home and farm shows throughout the country. 

By using clear plastic to preserve the fetuses, the 
problem of spilled liquid is avoided, and the exhibit 
can be moved more easily, according to George B. 
Larson, assistant director of the bureau, who first 
thought of the idea 20 years ago and has spent the 
last three years preparing the new show. 

The display includes latex models of the female 
reproductive organs and an electrical model showing 
the activity of the egg before, during, and after con- 
ception. Another model demonstrates delivery. 
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President’s Message .... 


Professional Liability Insurance 


T WOULD appear safe to say that no subject, in recent years, has aroused the 


interest, the hope, and even the fear of the medical profession as has professional 
liability insurance. 


The practice of medicine is today fraught with perils unknown to the physician 
of vesteryear. The moral fibers of todays generation have been weakened to such an 
extent that the physician must be certain he is adequately protected against any 
eventuality. 


To secure and maintain this protection is not easy—as many of our members will 


attest. Professional liability rates have gone up and up, and the end is not yet in sight. 
Some carriers have insisted that professional liability insurance programs be revised 
if liability coverage is to be continued. 


The membership has applied for relief, and The Medical Society of Virginia, through 
its Special Insurance Committee, has conducted a thorough study of the subject. The 


Committee, during the recent annual meeting, recommended to the House of Delegates 


a program which promises to relieve our liability problems for many years to come. 
The program was approved by the House. 


It is quite possible that you have already received an application and other informa- 


tion on the program. Let us assure you that the program is not mandatory. Rather, it 
is voluntary in every sense of the word. 


I would remind you, however, that there is 
“safety in numbers” and that through greater participation will be derived greater 
benefits. 


Your Society believes that the plan, to be written by Saint Paul-Mercury Indemnity 
Company, St. Paul, Minnesota, is sound and will accomplish the following objectives: 


1. The most comprehensive coverage available. 
A vigorous defense when needed. 


The prevention of further large increases in professional liability rates and 
a possible reduction in cost based upon experience. 


The opportunity to secure professional liability coverage without completely 
revising existing insurance programs. 


Similar programs are now in effect in other states, and are proving quite successful. 
I urge your support and participation. 


President 
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Pro Bono Publico ? 


URING the early years of this century Dr. William H. Taylor gave an inspira- 

tional lecture to the student body of The Medical College of Virginia. He took 
as his theme the statement that there is “room for both heart and brain in every man”’. 
He cited as an example the work of a physician who died in Richmond in 1869. A 
monument was erected in his memory. It bore the inscription 


“Dr. Lawrence Roane Waring, who devoted his life to the relief of the 
suffering poor. This monument is erected by grateful and loving friends.” 


Dr. Taylor also discussed medical economics in his address and elsewhere remarked 
that “indiscriminate charity is no doubt censurable”. Charity in those days was 
administered directly and locally. This situation fostered discrimination. Charity 
has gone through an evolutionary change during the past fifty years. This change has 
been so great that even the name is questioned. It is said to carry a stigma. Charity 
in the past was administered locally by individuals and the church. It was next organized 
and administered by social agencies. During the past twenty years the welfare activities 
of the government have relieved the voluntary social agencies of their major problem. 
In addition to the governmental relief program, there has been developed a compulsory 
“insurance” plan, This is the social security program, which features chiefly an old 
age pension, and a family income benefit when the survivors include children under 
age eighteen. Benefits are payable under this plan regardless of need. Few persons 
today wish to turn the clock back on these developments. The pendulum has momen- 
tum, however, and one might well question whether it will swing too far. 


The proposal that the social security act be amended to provide a cash benefit to 
persons, aged fifty or older, who are totally disabled is one that should be studied 
carefully by physicians. They would have great responsibility thrust upon them. They 
would be required to furnish statements regarding their patients’ ability to work. They 
would also be expected to foster the rehabilitation of their patients when the rehabili- 
tation goal would mean the loss of the cash benefit to the patient. There will be no 
means test as a pre-requisite to this payment. It will be paid alike to a man with 
dependents, a wife supported by her husband, or an independently wealthy individual 
if covered by social security. The payments can exceed a hundred dollars a month 
and are tax free. 


A review of persons receiving disability benefits reveals that the physical status is 
only one factor in producing the state of nonemployability. Other factors include lack 
of desire to work, lack of training for work, and independent means permitting inac- 
tivity. On the other hand, there are numerous and outstanding instances of severely 
handicapped persons working regularly, filling responsible positions, making notable 
contribution to society and deriving immense personal satisfaction because of the 
opportunities afforded them. 


There are several facets of this proposal that need careful study. Would not an 
expansion of the rehabilitation activities and encouragement of the “Employ the 
Handicapped” movement do more to further human development ? 
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Society Proceedings... .. 


Richmond Academy of Medicine. 

Dr. W. L. Ball has been installed as president of 
the Academy, succeding Dr. R. D. Butterworth. Other 
officers are: president-elect, Dr. Elam C. Toone, Jr., 
and vice-presidents, Drs. M. M. Pinckney and D. 
Coleman Booker. 


Arlington County Medical Society. 

Dr. Hermann F. Diamant was elected president 
of this Society at its meeting in December. Dr. 
Stephen J. Sheey is vice-president, Dr. T. A. Mc- 
Gavin, secretary, and Dr. Clifford E. Bagley, treas- 
urer. Dr. H. C. Bates was named a member at large 
on the Board of Directors. 
president. 


He is the immediate past 


Fredericksburg Medical Association. 

Dr. James G. Willis was recently named as presi- 
dent of this Association. Dr. Nancy Whitticar is 
vice-president and Dr. Charles P. Barnett, secretary- 
treasurer. 


Alexandria Medical Society. 

On December 2nd, fifty of the members of this 
Society attended a dinner meeting at Ft. Belvoir as 
guests of the Ft. Belvoir group. Colonel Charles L. 
Kirkpatrick is Commanding Officer at the Hospital, 
and arrangements for the meeting was made by 
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Should not a study be made to determine how many of the individuals who actually 
need relief, those on the welfare rolls, are eligible for social security benefits ? 
Should not more study be made of the social security “freeze”? before expanding the 
Is the Social Security Administration facing any problems in 


determining the disability status of the applicants for these benefits? 


If these studies were made, we would be in a better position to say whether this 
proposal is an “indiscriminate charity that needs to be censured”. 


E.S.W. 


Colonel U. R. Merikangas, Chief of Professional 
Service and Medicine. 


The topic, “Newer Tech- 
niques in Vascular Surgery” was presented by Lieu- 
tenant Colonel Carl Hughes of the Surgical Service 
of Walter Reed Hospital. 


Northern Virginia Academy of Surgery. 
The founding meeting of the Academy was held 
in Arlington on December 19th. The new group 
includes all qualified surgeons and surgical special- 
ists in Arlington and Fairfax Counties and it is 
hoped that membership will be extended to all quali- 
fied and interested surgeons and surgical specialists 
in the whole northern Virginia area. The aims of 
the Academy are the improvements of the standards 
of surgery and surgical care in northern Virginia. 

Officers of the Academy are: President, Dr. 
Lloyd Burk; vice-president, Dr. John Alexander; 
secretary, Dr. Leonard Weyl]; treasurer, Dr. Michael 
Puzak; Counsellors, Drs. Andrew Welebir, Garrett 
Swain, and Allen Ferry. All officers are of Ar- 
lington. 

The first scientific meeting was held on January 
31st at which time Dr. Harold C. Hunt, undersecre- 
tary of the Department of Health, Education, and 
Welfare, spoke on “Organization and Programs of 
the Department of Health, Education and Welfare.” 
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Calendar of Coming Events 

Mepicat Society EXECUTIVES PosTGRADUATE SEMINAR—Chicago, [linois—February 
60-8. 

ANNUAL MEEIING OF THE AMERICAN COLLEGE OF RADIOLOGY—Drake Hotel, Chicago 
I}linois—February 10. 

§2Np ANNUAL CONGRESS ON MEpICAL EDUCATION AND LICENSURE—Palmer House, 
Chicago, Hlinois-—February 11-14. 

AMERICAN COLLEGE OF SURGEONS: —The Bellevue-Stratford, Philadelphia, Pennsylvania 
—February 13-16. 

INTERNATIONAL COLLEGE OF SURGEONS—Greenbrier Hotel, White Sulphur Springs, 
West Virginia—February 13-15. 

VIRGINIA CHAPTER OF THE AMERICAN ACADEMY OF GENERAL PRACTICE—The Home- 
stead, Hot Springs, West Virginia—March 2-3-4. 

SOUTHFASTERN SURGICAL CONFERENCE—John Marshall Hotel, Richmond, Virginia, 
March 12-15. 

Stit ANNUAL AMERICAN ACADEMY OF GENERAL PRACTICE SCIENTIFIC ASSEMBLY— 
Armory, Washington, D. C.—March 19-22. 

Sil ANNUAL CONVENTION—INTERNATIONAL ACADEMY OF PRrocroLoGy—The Drake, 


Chicago, Illinois, April 23-26. 


to Havana and Nassau (sailing from 


VIRGINIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY—Convention Cruise 
Norfolk )—May 26-June 2. 


Virginia Academy of General Practice. 

The sixth annual Scientific Assembly of the Aca- 
demy will be held at The Homestead, Hot Springs, 
March 2-4. 

The program is as follows: “Certain Aspects of 
Hypothyroidism in Children’? by Dr. Weston M. 
Kelsey, Winston-Salem, N. C.; “Misconceptions in 
Poliomyelitis” by Dr. George J. Boines, Wilmington, 
Del.; “Look Again Doctor” by Mr. Theodore Wip- 
rud, Washington, D. C.; “Management of Hyperten- 
sion” by Dr. Ed. Orgain, Durham, N. C.; “Observa- 
tions on the Treatment and Prevention of Coronary 
Heart Disease’ by Dr. Paul D. White, Boston; 
“Palliative Care of Incurable and Inseparable Cancer 
and Related Neoplasm” by Dr. Murray Copeland. 
Washington, D. C.; “Psychiatric Referrals” by Dr. 
W. T. Thompson, Jr., Richmond; “The Responsi- 
bilitv of the Physician to the Patient with Kidney 
Stone or Kidney Infection” by Dr. William Parsen, 
Charlottesville; “A Contribution to the Surgery of 
Foreign Bodies” by Dr. Thomas Johns, Richmond; 
“Recent Advances of Treatment in Neurcpsychiatry” 
by Dr. Walter Klingman, Charlottesville. A sym- 
posium on “Peptic Ulcer” will be conducted by Drs. 
Charles Caravati, John M. Emmett, W. T. Thomp- 
son, Jr., Allen Barker, Thomas Johns, and G. R. 
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Hennigar. 


Dr. Martin Again Honored. 

Dr. Walter B. Martin, Norfolk, immediate past 
president of the American Medical Association, has 
been named Norfolk’s “First Citizen of 1955”. He 
received the Distinguished Service Award of the Cos- 


mopolitan Club at a banquet in his honor on January 
19th. 


best served his community during the year or to one 


The award is made to the citizen who has 


for continued service to the community through a 
period of years. 

Dr. Martin is the second physician to receive this 
award. The late Dr. Southgate Leigh, Sr., was 
named ‘First Citizen” in 1929, 


Going Strong at 88. 

The December issue of ‘*The Commonwealth”, 
carries a very interesting article on Dr. Halstead 
Shipman Hedges of Charlottesville. He recently 
celebrated his 88th birthday and still works five days 
a week in his office. On his day off he goes hiking 
over the Blue Ridge Mountains or fishing or canoe- 
ing. He frequently sleeps out of doors, even in win- 
ter, with only a strip of canvas for shelter. An 
expert bowman, he makes his own bows and arrows 
and uses them for hunting. Dr. Hedges has been 


MepicaL MonTHLY 


Nens eee 

% 


He has 
taught a Sunday School class of teen-age boys for 


in active practice for sixty-three years. 


more than fifty years. 

A portrait of Dr. Hedges was unveiled in Decem- 
ber in the lobby of the Martha Jefferson Hospital 
in Charlottesville. Friends and fellow physicians 
made donations to have the portrait made. It was 
painted by B. A. Makielski. 

“You have not gone far with him before you know 
that there is a man who is able to commune with 


God.” 


Waynesboro Community Hospital. 

Dr. J. Treacy O’Hanlan has been named president 
of the Medical Staff of this hospital, with Dr. James 
L. Davis as vice-president, Dr. W. A. MaclIlwaine, 
secretary, and Dr. J. Powell Anderson, treasurer. 
Others named to the executive committee are Drs. 


H. D. Murray and D. E. Watkins. 
Dr. Wilson Resigns. 


Dr. David C. Wilson has resigned as head of the 
Department of Neurology and Psychiatry at the 
University of Virginia. 

Dr. R. W. Garnett, Jr., has been named acting 
chairman as of January Ist. 


Dr. Francis R. Whitehouse, 

Lynchburg, is the subject of a story in the Decem- 
ber 26th issue of Sports Illustrated magazine. Four 
vears ago he started raising Beagle hounds as a 
hobby, and a month ago three of his Briarwood Ken- 
nels were winners in the Naticnal Beagle Club’s 
annual field trials. 


Mary Washington Hospital Staff. 

Dr. J. Richmond Low, Fredericksburg, is new 
president of the staff, succeeding Dr. John L. Smoot. 
Dr. John B. Rose is vice-president, and Dr. T. Stacy 
Dr. J. C. MacKnight 
is new representative on the hospitals board of gov- 


Lloyd is secretary-treasurer. 


ernors. 


Doctor’s Promise—A Children’s Home. 
Thirteen years ago in Petersburg, a policeman 
found a small Negro boy huddled under some steps, 
He took him 
to the Petersburg Hespital where Dr. C. S. Dodd was 
called to treat the boy. 


sleeping in the cold winter weather. 


After the boy was dis- 
charged, Dr. Dodd couldn't forget the pitiful figure 
and vowed to start a home for orphaned Negro chil- 
dren. First efforts to get a home started and failed 
and five years later, Dr. Dodd assembled some Peters- 
burg men for dinner—and also to ask their help. 
The next day he made a $40.00 down payment 
against the $15,000 price of a farm in Chesterfield 
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County. In three months he had raised enough 
money through contributions to satisfy the mortagage. 
In 1950 a $40,000 dormitory for boys was built and 
in 1955 a girl’s dormitory was built. There are now 


28 children at the home, ranging in age from 3 to 17. 


Dr. John B. Truslow, 

Dean of the School of Medicine, Medica] College 
of Virginia since 1951, has resigned to accept an 
appointment as executive director of the medical 
branch of the University of Texas at Galveston. His 
appointment becomes effective April 1st. 

Virginia Baptist Hospital Staff. 

Dr. Frank Whitehouse has been elected president 
of the medical staff of this hospital in Lynchburg. 
Dr. W. H. Barney was named vice-president, and 
Dr. Frank M. Buck, Jr., secretary. Three new 
trustees are Drs. Buck, Holcombe Hurt, and Clyde 
Adkerson. 


Petersburg Medical Faculty. 

Dr. Joseph P. Whittle has been elected president 
of the Petersburg Medical Faculty, succeeding Dr. 
Glenn W. Phipps. 
elected vice-president and Dr. James D. Mason, sec- 


Dr. William S. Grizzard was 


retary-treasurer. 


Bibliography of Medical Reviews. 

The Armed Forces Medical Library announces the 
publication in May of a Bibliography of Medical 
Reviews. The bibliography, arranged by subject, will 
contain approximately 800 references to review ar- 
ticles in clinical and experimental medicine and 
allied fields which have appeared in the calendar 
year 1955. 

Copies will be available upon request to the Di- 
rector, Armed Forces Medical Library, 7th Street 
and Independence Avenue, S. W., Washington 25, 
D.C. 


Dr. R. D. Hudnall, 
Lilian, has been re-elected as a Northumberland 
County supervisor. 


Northampton-Accomack Memorial Hospital. 

The Medical-Surgical Staff of this hospital has 
elected the following officers for 1956: President, 
Dr. Walter Eskridge, Parksley; vice-president, Dr. 
W. C. Henderson, Nassawadox; secretary, Dr. J. R. 
Hamilton, Nassawadox. Additional members of the 
Executive Committee are Dr. W. T. Green, Nassa- 
wadox, and Dr. W. C. Fritz ef the Department of 
Health. 

At the final meeting of 1955, it was noted that 
there has been excellent progress in the work of the 
Tumor Clinic under the direction of Dr. J. R. Mapp. 
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Also the program of Contination Education has been 
very successful with monthly conferences under the 
direction of outstanding members of the faculty of 
the Medical College of Virginia. This program will 
be continued throughout the coming year. 


Arlington Hospital Staff. 

Dr. John H. Judson has been elected president of 
the Arlington Hospital Staff. Others elected to serve 
with him are Drs. K. C. Latven and John E. Alex- 
ander. 


Dr. Harvey B. Haag 

Richmond, has resigned as chairman of the De- 
partment of Physiology and Phamacology of the 
Medical College of Virginia in order to devote more 
time to research and writing. He will retain his 
position as professor of pharmacology. 
Dr. Emily C. Runyon, 

Richmond, celebrated her 98th birthday on Decem- 


ber 14th. She was the first woman doctor to prac- 
tice in Richmond. 


Dr. David Milford Hume, 

Assistant professor of surgery and director of sur- 
gical research laboratories at Harvard Medical School, 
has been named professor of surgery and chairman 
of the surgery department at the Medical College of 
Virginia. 


Dr. John L. Harris, Jr., 

Has been named chairman of the 1956 Heart 
Campaign in Roanoke. 

Dr. Robert F. Bondurant is in charge of speakers 
and exhibits. 


The 1956 Virginia March of Dimes. 
Although the number of polio cases reported in 
Virginia in 1955 was less than half the average num- 
ber of the previous five years, Virginia will still have 
polio problems in 1956, The Salk vaccine has proved 
to be a major weapon against paralytic poliomyelitis, 
but it has not yet won the war against this disease. 

Continuing cooperation of physicians must be had 
both in administering the vaccine and in caring for 
patients already paralyzed and who will be paralyzed 
in spite of the vaccine. The Salk vaccine is not 
100% effective and it will take considerable time yet, 
perhaps years, before all individuals most suspectible 
to paralytic poliomyelitis can be fully immunized 
against it. 

The National Foundation for Infantile Paralysis, 
supported through public contributions to its Jan- 
uary March of Dimes, has made an enviable record, 
both in this state and nationwide, for meeting the 
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In 1955 the 
March of Dimes gave over 366,000 cc. of Salk vac- 
cine without charge to the state of Virginia to initiate 
a statewide vaccination program. 


problems posed by paralytic polio. 


Dr. James K. Morrow, 

St. Albans Sanatorium, Radford, was a member 
of the post-graduate cruise to the Caribbean, spon- 
sored by Duke University, early in December. 


Dr. Clifford Webb 
Addressed the Alexandria Junior Woman’s Club 

at its December meeting, his subject being on Mental 

Health. 

Weekly Newspaper for Physicians. 

A new publication, the first weekly newspaper of 
its kind for physicians and their associates in the 
medical profession, was introduced on January 2 by 
The Upjohn Company, pharmaceutical manufac- 
turers, of Kalamazso, Mich. 

“SCOPE Weekly,” which is prepared for Upjohn, 
as a service to the medical profession, by Physicians 
News Service, Inc., is designed to bring to physicians 
current news and information of medicine and re- 
lated sciences. An introductory statement on the 
front page of Vol. 1, No. 1, says that “medical jour- 
nalism is still a frontier in the field of communica- 
tions, at least as concerns the reporting to the phy- 
sician of medical events of the moment. . . . Now, 
SCOPE Weekly launches a deeper penetration of 
the frontier by reporting each week the events and 
developments in medicine and science from the re- 
gional, national and international sources of such 
news.” 

The newspaper presents reports from foreign medi- 
cal meetings, a special ““News from the Capital” 
column, reviews of new medical books, and articles 
on the challenges of medical research. It also has 
entertainment features, such as cartoons, crossword 
puzzles, and a column directed toward the interests 
of the physician’s family. 

Halifax Community Hospital. 

At a recent meeting of this hospital in South Bos- 
ton, Dr. W. J. Hagood was elected chief of staff, 
Dr. C. B. Dixon, vice-president, and Dr. W. G. 
Wysor, secretary. Elected as members of the Execu- 
tive Committee are Drs. Hagood, W. B. Brann, W. 
L. Eastlack, W. G. Puryear, and L. P. Bailey. 
Hawaii Medical Association. 

The Centennial Anniversary of this Association 
will be held April 22-29. There will be scientific 
sessions with outstanding medical speakers from 
various parts of the United States. The Association 
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is also planning a great pageant depicting the color- 
ful history of medicine in the Islands, a luau (Ha- 
waiian feast), and other events, with plenty of free 
time for sightseeing and relaxation. 

Dr. Clarence E. Fronk, President, has extended an 
invitation to all doctors to attend this meeting, bring 
their families, and help celebrate in true Hawaiian 
style. 

In order to best coordinate transportation and ac- 
tivities for the Centennial Celebration, all arrange- 
ments for travel from the West Coast to Hawaii, for 
hotel accommodations and sightseeing should be re- 
quested from the Hawaii Medical Association, 510 
South Beretania Street, Honolulu 13, T. H. Your 
favorite travel agent in your hometown will be de- 
lighted to set up the arrangements for you with the 
Association at no cost to you. 


Dr. Kilby Leaves Toano. 

Dr. Edward B. Kilby, Toano physician for the 
past thirty-four years, has closed his office there and 
will make his home in Newport News. 

Dr. S. Edwin Hughes, Jr., 

Has resigned as medical director of Grandy Sana- 
torium, Norfolk, and returned to active duty in the 
Navy. He has reported for duty at Charleston, S. C. 
Care of the Alcoholic. 

The Keeley Institute of Greensboro, N. C., spon- 
sored January 23-25 a Personal Counseling Work- 
shop in the Care of the Alcoholic. This was directed 
by Dr. Russell L. Dicks, Professor of Pastoral Care, 
Duke Divinity School, and Chaplain of Duke Hos- 
pital. Lecturers were Drs. Robert H. Dovenmuehle, 
Duke University, Department of Psychiatry; Dr. Ben 
F. Fortune, Greensboro; Mr. Paul H. Fraser, Ex- 
ecutive Director, Georgia State Commission on Al- 
cohol; Dr. Joseph Garrison, Pastor, Presbyterian 
Church of the Covenant, Greensboro; Miss Roberta 
S. Lytle, Psychiatric Social Work Consultant, N. C. 
Alcoholic Rehabiliation Program; and Mr. William 
R. Boothe, Director of The Keeley Institute. 


Obituaries .... 


Dr. R. Sumter Griffith, 

Prominent and beloved physician of Waynesboro, 
died December 14th, having been hospitalized fol- 
lowing a fall at his home. 


He was ninety-four years 
of age and was the oldest living alumnus of the Uni- 
versity of Maryland Medical School, having gradu- 
ated in 1886. Dr. Griffith moved to Waynesboro 
(or what was then Basic City) in 1891 and after 
more than 56 years of practice, he retired in 1947. 
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For Sale. 

Hospital-Clinic! Yes it is most unusual to find 
one on the market, but due to circumstances this one 
must be sold. Here is a grand opportunity for two 
general practitioners nct only to make a lot of money 
but to render a great service to this community. This 
hospital has ten rooms, plus very modern living 
quarters, brick construction, with beautifully land- 
scaped 2 acre tract, and just about every type equip- 
ment you would need, which is practically new. It 
is available at a sacrifice of $85,000.00. 
can be arranged. 


Financing 
Contact realtors L. L. Jonas and 
J. Hunter Roberts, associated with the firm of Jno. 
H. Windel, Inc., 34 W. Kirk Avenue, Roanoke, Va. 
Phone 3-2478. (Adv.) 


For Rent. 

Doctor’s office. New, air-conditioned building. 
Equipped for one-man practice. Excellent oppor- 
tunity for rapidly growing suburb in Northern Vir- 
ginia. Contact #65, care the Monthly, P. O. Box 
5085, Richmond 20, Va. (Adv.) 


For Sale. 

Suburban properties. Homes and _ timberlands, 
located in the vicinity of Richmond and Hopewell. 
Sound investment opportunities. Call or write W. L. 
Broaddus, phone 844, P. O. Box 479, Hopewell, Va. 


General Surgeon 

Desires association or solo practice in city with 
available hospital facilities. Board elegible, 34, 
category IV, university trained including sub-special- 
ties. Available July 1956. Write #55. care the 
Monthly. P. O. Box 5085, Richmond 20, Va. (Adv.) 


Location for Doctor. 

Ranch home on water—former doctor netted $25,- 
000.00—water, heat and electricity. 
air conditioned. 


Furnished and 
Swimming pool and wharf. 15 
miles west of Williamsburg, Virginia. No physician 
between Richmond and Williamsburg. $30,000.00 
terms. Write P. O. Box 9135, Richmond, Va. ( Adv.) 


He held a 50-year pin for service with the Masons 
and a diamond pin for his service as physician for 
the Norfolk and Western Railway. Dr. Griffith was 
for many years active in political and civic affairs 
and served as mayor of Basic City for eleven years. 
Following the consolidation of Basic City and 
Waynesboro, he served for ten years on the city coun- 
In 1954 Dr. Griffith was presented a 
plaque by the Waynesboro Fire Department com- 


cil there. 
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memorating 62 years of service as a volunteer fire 
fighter. 


He was a Life Member of The Medical Society of 
Virginia, having joined in 1898. 

An editorial in The News-Virginian stated ‘Dr. 
bow humbly and reverently before the bier of this 
man who contributed so much to the community 
and who asked so little in return. 


Griffith was, indeed, a ‘grand old warrior’. 


He was richly 
blessed by the assurance that he never deviated from 
the pathway he considered right. He carried with 
him into eternity the love of untold thousands. He 
lived vigorously and confidently.” 

Dr. Griffith is survived by two sons and a daugh- 
ter. 


Dr. William Patton McDowell, 

Well known physician of Norfolk, died December 
3ist, at the age of seventy-nine. He had apparently 
been in good health and had a heart attack while 
Dr. McDowell was 
a graduate of the Medical College of Alabama in 
1900. 


sitting in a chair at his home. 


He was a charter member of the American 
Academy of Pediatrics and a member of its board 
in 1936. Dr. McDowell was a past president of the 
Norfolk County Medical Society and a Life Mem- 
ber of The Medical Society of Virginia, having joined 


in 1912. A son and a daughter survive him. 


Dr. William Chappell Webb. 

Well known physician of Prince George County, 
died January 2nd. He was seventy-seven years of 
age and a native and life-long resident of Prince 
George County, making his heme in Disputanta. 
Dr. Webb graduated in medicine from the University 
of Maryland in 1904. He had been a member of 
The Medical Society of Virginia since that time and 
was made a Life Member in 1954. 

His wife and a daughter survive him. 

Dr. Alfred Leon Kruger, 

Well known Norfolk physician, died December 
25th. He was recovering from a heart atttack suf- 
fered in November. Dr. Kruger was forty-four years 
of age and received his medical degree from the 
University of Virginia in 1935. He was associate 
chief of the medical division of De Paul Hospital and 
chief of the thoracic disease division at Norfolk Gen- 
eral Hospital. He was senior attending physician 
at both hospitals. Dr. Kruger was particularly in- 
terested in chest diseases and participated actively 
in state and local tuberculosis control and treatment 
programs. Last July he was appointed governor 
for the State of Virginia in the American College of 
Chest Physicians. He served in the Medical Corps 
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of the United States Army during World War II. 
Dr. Kruger was a member of many national state 
and local medical organizations and also served on 
local civic organizations. He had been a member 
of The Medical Society of Virginia for a number 
of years. 

His wife, a daughter and a son survive him. 

Dr. Manley Hunter Eames, 

Providence Forge, died January 11th. He was 
sixty-nine years of age and a graduate of the Loyola 
School of Medicine in 1914. Dr. Eames had prac- 
ticed in New Kent County for forty-one years. He 
was a Mason and had been a member of The Medical 
Society of Virginia for thirty-three years. 
daughters survive him. 

Dr. Abbitt 

The death of Dr. John Willis Abbitt on September 26, 
1955, marked the passing of one of our most prominent 
members. He was born in Windsor, Virginia, on March 
4, 1886. Dr. Abbitt established practice in Portsmouth 
in 1910, after completing his medical education at the 


Medical College of Virginia and the University of Mary- 
land. 


For forty-five years he lived a life in this community 
as a physician true to his calling, one who was willing 
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and particularly capable of meeting every requirement 
of a family practice. 

John Abbitt regarded the affection and respect of his 
family, his professional associates, and his patients as his 
most valuable possessions. He had an unusual capacity 
for work, and his generosity to mankind in general, and 
devotion in the service he rendered his patients was un- 
bounded. His colleagues marvelled at his ability to make 
countless house calls and maintain an enormous obstetrical 
practice in addition to a heavy surgical practice. Yet most 
of all he enjoyed life, the sharing of its benefits with his 
family and his clientele. His record stands as an exemp- 
lary one of devotion to the ideals of furnishing the best 
possible medical service to his patients regardless of their 
economic level in the community. His activity in church, 
business, civic, and social affairs again reflected his in- 
terest in the life of the comunity of which he was such 
a valuable member. 

Dr. Abbitt in his forty-five years of intensive practice 
here, truly lived and exemplified the ideals of the Hippo- 
cratic Oath in dedicating his professional life to the re- 
lief, twenty-four hours a day of suffering humanity, with 
or without remuneration. He holds a unique place in 
local medicine and will be remembered and missed as 
long as any survive who came under his professional 
care and stimulating influence. 

Be Ir Reso_ven THAT, The Norfolk County Medical 
Society record in its minutes our sorrow in Dr. Abbitt’s 


passing, that a copy of these resolutions be entered in 
the minutes of the Society, a copy be forwarded to the 
family, and a copy be sent to The Medical Society of 
Virginia. 


M. H. Hoop, M.D. 
R. M. Cox, M.D. 
F. P. Barrow, II, Chairman 
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(1) Ascending colon filled. 


(2) Unsegmented mass propelled through 
transverse colon. 


(3) Propulsive force follows mass through 
descending colon. ? 


(4) Pelvic colon reservoir filled. 


Reestablishing Bowel Reflexes with Metamucil” 


SMOOTHAGE ACTION IN CONSTIPATION 


Roentgenographic pattern of colon mass propulsion” 


Nervous fatigue, tension, injudicious diet, failure to establish regularity, too little 
exercise, excessive use of cathartics—all factors which contribute to constipation.’ 


Sufficient bulk and sufficient fluid form the basic 
rationale of treatment of constipation with 
Metamucil. 

Metamucil (the mucilloid of Plantago ovata) 
produces a bland, smooth bulk when mixed with 
the intestinal contents. This bulk, through its mass 
alone, stimulates the peristaltic reflex and thus 
initiates the desire to evacuate, even in patients in 
whom postoperative hesitancy exists. 

Such gentle stimulation is of distinct advantage 
in reeducating and reestablishing those reflexes 
whichcontrol bowel evacuation. Many factors may 
pervert the normal reflexes, causing finally chronic 
constipation. Among them are: nervous fatigue 
and tension, improper intake of fluid, improper 
dietary habits, failure to respond to the call to 
stool, lack of physical exercise and abuse of the 
intestinal tract through excessive use of laxatives.” 

Correction of constipation logically, therefore, 
lies in the suitable adjustment of these factors. The 
characteristics of Metamucil permit the correction 
of most of these factors: it provides bulk; it de- 


mands adequate intake of fluids (one glass with 
Metamucil powder, one glass after each dose); it 
increases the physiologic demand to evacuate ; and 
it does not establish a laxative “habit.”” Metamucil, 
in addition, is inert, and also nonirritating and 
nonallergenic. 

The average adult dose is one rounded teaspoon- 
ful of Metamucil powder in a glass of cool water, 
milk or fruit juice, followed by an additional glass 
of fluid if indicated. 

Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50%) as a dis- 
persing agent. It is supplied in containers of 4, 
8 and 16 ounces. G. D. Searle & Co., Research in 
the Service of Medicine. 


1. Best, C. H., and Taylor, N. B.: The Physiological Basis of 
Medical Practice: A Text in Applied Physiology, ed. 5, Balti- 
more, The Williams & Wilkins Company, 1950, pp. 579-583. 
2. Bargen, J. A.: A Method of Improving Function of the 
Bowel, Gastroenterology /3:275 (Oct.) 1949. 
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Third Decade of Nursing 


MODERN IN EQUIPMENT 


MRS. PLYLER’S 


KATE E. PLYLER (1876-1947) 


OLD IN TRADITION 


NURSING HOME 


MARY INGRAM CLARK 


CONVALESCENT — CHRONIC — AGED 


® Equipped for oxygen and transfusions ® Centrally located ® Rates from $42.00 to $70.00 per week 
© 30 special & general nurses ® 50-bed capacity for room, board and general nursing 


® 24-hour nursing care ® Dietician care. 


For further eo write or call MRS. GENE CLARK REGIRER, ae 
1613-15-17 Grove Avenue—Richmond, Virginia—Telephone 84-3221 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


STAFF 
ADMINISTRATION 


SCHOOL OF NURSING 


The School of Nursing is affiliated with The Johns Hopkins Hospital School of Nursing for 
a three months’ course each in Pediatrics and Obstetrics, and with the Tucker’s Hospital in 
Richmond for a 12 weeks course in Psychiatry. 


ApprEss : SUPERINTENDENT OF NURSES 


30 


VircintaA Mepicat MontTHiy 


) SANG 
\ 


Medicine: 
MANFRED CALL, III, M.D. 
M. Morris Pinckney, M.D. 


Joun D. Catt, M.D. 


FRANK M. BLANTON, M.D. 
JoHN W. Powett, M.D. 


STUART CIRCLE HOSPITAL 


413-21 SruartT CIRCLE 
RICHMOND, VIRGINIA 


ALEXANDER G. Brown, III, M.D. 


WYNDHAM B. BLANTON, JR., 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. Rostrns, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricuarp A. MIcHAvUxX, M.D. 


M.D. CARRINGTON WILLIAMS, Jr., M.D. 


Urological Surgery: 


Obstetrics and Gynecology: Frank Pote, M.D. 
Wma. Durwoop Svuees, M.D. 
Sporswoop Rosrns, M.D. 

Epwin B. PARKINSON, M.D. 


Davin C. Forrest, M.D. 


Orthopedics: 
BeVeRLEY B. Crary. M.D. 
JAMES B. DALTON, JR., M.D. 


Pediatrics: 
CuHarLeEs P. M.D. 
Epwarp G. Davis, Jr.. M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 
Anesthesiology 
WILLIAM B. Moncure, M.D. 
HETH OwEN, Jr., M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Frep M. Hopces, M.D. 
L. O. SNEAD, M.D. 
Hunter B. Friscukorn, Jr., M.D. 
Wru1aM C. Barr, M.D. 


Physiotherapy: 
Miss ETHELEEN DALTON 


Director: 
CHARLES C. HouGcH 


TUCKER HOSPITAL Inc. 


212 West Franklin Street, 


Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neurological 
conditions, selected psychiatric and alcoholic cases, metabolic disturbances of 
an endocrine nature, individuals who are having difficulty with their personal- 
ity adjustments, and children with behavior problems. Patients with general 
medical disorders admitted for treatment under our staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 
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SAINT ALBANS 


A EC PSV IAC HOS PUT TAA 
RADFORD, VIRGINIA 


ESS SSS 


WES 
STAFF 
James P. King, M.D., Director 
James K. Morrow, M. D. Thomas E. Painter, M. D. Daniel D. Chiles, M. D. 


James L. Chitwood, M.D., Medical Ccnsultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 


BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street Bluefield, W. Va. 
David M. Wayne, M. D., Director 


Medical College of 


JOHNSTON-WILLIS | Virginia 
HOSPITAL | HOSPITAL DIVISION 


RICHMOND, VIRGINIA 


RICHMOND, VIRGINIA A health center using the latest methods 


of diagnosis and treatment of disease. 


eo | MEDICAL COLLEGE OF 
| VIRGINIA HOSPITAL 


OUT-PATIENT DEPARTMENT 
SAINT PHILIP HOSPITAL 


A MODERN GENERAL HOSPITAL DOOLEY HOSPITAL 


PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE The patient’s welfare is our primary 
WEST END RESIDENTIAL SECTION interest. 


C. P. CARDWELL, JR., Director 
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Gill Memorial Eye, Ear and Throat Hospital 


Announces to the Profession 


TWENTY-NINTH ANNUAL SPRING CONGRESS 
in 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 2 to April 7, 1956 


GUEST SPEAKERS 


Rupo_r Agsii, M.D., F.A.C.S. New York N. Y. Ross T. McIntire, M.D., F.A.C.S., F.I.C.S. 
SAMUEL BLANK, M.D. Philadelphia, Pa. Chicago, Ill. 
Joun E. Borpiey, M.D. Baltimore, Md. STEPHEN J. H. Miier, M.D., F.R.C.S. 

E. B. BurcHELi, M.D. New York, N. Y. London, England 
Vircit S. CAsTEN, M.D., F.A.C.S. Boston, Mass. PETER N. PAstore, M.D. Richmond, Va. 
Warson M.D. Bloomington, III. F. JOHNSON Putney, M.D. Philadelphia, Pa. 
Jack S. Guyton, M.D. Detroit, Mich. HERBERT J. RINKEL, M.D. Kansas City, Mo. 
Bayarp T. Horton, M.D. Rochester, Minn. SAMUEL Rosen, M.D. New York, N. Y. 
Curwoop J. HunTeER, M.D. Cincinnati, O. Russe_t A. Sace, M.D. Indianapolis, Ind. 
Joun R. Linpsay, M.D. Chicago, Ill. C. Dwicut Townes, M.D., F.A.C.S. _ Louisville, Ky. 
Joun E. Macterskt, M.D. Ann Harbor, Mich. EvereTT R. Veirs, M.D. Temple, Tex. 

Henry P. Wacener, M.D. Rochester, Minn. 


For further information write: 


Superintendent, P.O. Box 1789 Roanoke, Virginia 


Staff 


ploying modern diagnostic and treat- REX BIL ANKINSHIP, MD. 
ledical Director 


A private psychiatric hospital cm- PAUL V. ANDERSON, MD. 
Prevident 


ment procedures—clectro shock, in- JOHN R SAUNDERS, MD 
Aswaciate 


sulin, psychotherapy, occupational and 


THOMAS F COATES, MD. 
recreational therapy—for nervous and Associate 
JAMES K. HALL. JR. MD. 
mental disorders and problems of Associate 
CRYTZER, Administrator & 

P. O. Box 1514 RICHMOND, VIRGINIA Phone 53-3245 

. Brochure of Views of our 125-Acre Estate 4 fa 


Sent on Request 
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Professional Nursing Care 


TERRACE HILL 


Nursing Home, Inc. 


“Understanding Care” 
2112 MONTEIRO AVE., RICHMOND, VA. 


Part View of Park Grounds gE , NURSING CARE 


TERRACE HILL was specifically  * 
built for a Nursing Home. Superb 24 

hours daily care. Under supervision 
of a Registered Nurse and Resident 
Externe. Quiet atmosphere. Trained 
Dietitian. Accommodates 50 guests 
Private and semi-private rooms with 
lavatories Rates $45.00 tc $75.00 
weekly for room, board and general 
nursing care. Your inspection invited. 


Convalescents 
Chronic Cases 


Elderly People 


Comfortable Lounges 


Each Guest Under Care of Own Doctor. 


Professional care supervised by trained nurse. Doctors orders 
carefully followed. No parking problem. Regularly inspected 
by City Health Department. For additional information 


Write or Call Superintendent 


TERRACE HILL NURSING HOME, Dial 3-3993 Wide, Long Hallways 


RIVERSIDE HOSPITAL, Newport News, Va. 


A General Hospital (265 
beds) with Departments in 
Medicine, Surgery, Obstet- 
rics, Pathology, Radiology, 
Pediatrics and Nursing. The 
Hospital is accredited by the 
Council on Medical Educa- 
tion of the American Medical 
Association for training first 
year interns, residencies in 
the surgical specialties for 
one and two years, general 
practices two years full ap- 
proval, internal medicine, 
and obstetrics and gynecol- 
ogy, and the School of Nurs- 
ing is accredited by the Vir- 
ginia State Board of Nurse 
Examiners. 


DAVID E. WATSON, MISS ROSE M. DeEWEVER, R.N., 
Administrator Director, School of Nursing 
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THE And Hospital For Rehabilitation of 


KEELEY The ALCOHOLIC 
INSTITUTE 4 


447 W. Woshington St. __R. H. Dovenmuehle, MD: Consultant in Psychiatry 
GREENSBORO, in-patients are accepted in state of acute 


NORTH CAROLINA alcoholism. No waiting period required. 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. W. HUGHES EVANS, M.D. 
MARGARET NOLTING, M.D. JOHN H. REED, JR., M.D. W. H. COX, M.D. 
JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE, JR., M.D. JAMES M. WHITFIELD, M.D. 
WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. GEORGE AUSTIN WELCHONS, M.D. 
Orthopedic Surgery 
JAMES T. TUCKER, M.D. Urology Roentgenology 
BEVERLEY B. CLARY, M.D. AUSTIN I. DODSON, M.D. JESSE N. CLORE, JR., M.D. es 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. STUART J. EISENBERG, M.D. i 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. 
Ophthalmology, Otolaryngology Pediatrics Pathology 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. J. H. SCHERER, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


GRADE A PASTEURIZED PRODUCTS 


GRADE A MILK 
HOMOGENIZED MILK (Natural Vitamin D added) 
GOLDEN GUERNSEY MILK 
GOLDEN FLAKE BUTTERMILK 
SKIM MILK—COFFEE CREAM 
WHIPPING CREAM—COTTAGE CHEESE 
DARI-RICH CHOCOLATE MILK 
GARST BROS. DAIRY BUTTER FOR YOUR PROTECTION 


“ROANOKE’S MOST MODERN DAIRY” DIAL $502 


DIAL 5501 
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ST. LUKE'S HOSPITAL 
EKG 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 
Nose and Throat Diseases, including Laryngeal 
Surgery, Bronchoscopy and Plastic Surgery of 
the Nose. 


Professional care offered a limited number 


of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 


chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty. Med- 
ical Supervision. Inspection 
Invited. Write, or telephone 
Essex 3-3434. 


Rates: 


$35.00 to $75.00 per week 
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Appalachian Hall . Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GriFFIN, Jr., M.D. Mark A. GriFFIN, Sr., M.D. 
Ropert A. GRIFFIN, JR., M.D. MarK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHEvILLe, N. C. 


avery superior brandy... | 


in very special cases At All 


DEPENDABLE 


HENNESSY PRESCRIPTION SERVICE 


COGNAC BRANDY and 
84 Proof Schieffelin & Co., New York 


SERVICE TO PHYSICIANS 


SAFE SERVICE DRUG STORES 


Prescription Specialists 


Lynchburg, Va. Martinsville, Va. 
Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 
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DISTINCTIVE “FINGER-GRIP" SIZE AND SHAPE 


PFIZER LABORATORIE 


Division, Chas. Pfizer & 
Brooklyn 6, N 


ic/anti allergic/ant-inflammatory | 


— 
q 
pe 


| For the 
Discrimunating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


POLIOMYELITIS 


IMMUNE GLOBULIN 


(human) 
For the modification of - 
measles and the prevention Lynchburg, Virginia 


or attenuation of infectious 


hepatitis and poliomyelitis. 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 
LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid company 
PEARL RIVER, NEW YORK Exlusively Optical 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 
Dial 3-188] 


WILLIAMS PRINTING CO. 


11-13-15 North Fourteenth Street RICHMOND. VIRGINIA 
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-ohol 16:245 ( 
Quart. Stud. on Alce 
Schultz et a. 


*‘Thorazine’ is available in ampuls, tablets and syrup, 
as the hydrochloride; and in suppositories, as the base. 


‘Thorazine’ should Le administered discriminately; 
and, before prescribing, the physician should be fully 


conversant with the available literature. 


for emergencies—always carry ‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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Tt’s actually easy to save money—when you 
buy Series E Savings Bonds through the auto- 
matic Payroll Savings Plan where you work! 
You just sign an application at your pay office; 
after that your saving is done for you. The Bonds 
you receive will pay you interest at the rate of 
per vear, compounded semiannually, when 
held to maturity. And after maturity they go on 
earning 10 years more. Join the Plan today. Or 
invest in U.S. Savings Bonds regularly where 


you bank. 


Sale as America ~ 
7S. Savings Bonds 


His calling card had 
Claws on it 


pho KELLY lied about his age and got 
into the army at 15. They sent him West 
in 1865, and he stayed. 


He liked the wilderness. Game abounded. 
In Trappers’ Lake, “trout were so thick 
they obscured the bottom.” 


Hostile Indians were also pretty thick. 
But when two tried ambushing him, he 
killed both with his Henry .44. 


He learned Sioux and sign language, read 
Shakespeare and Scott. 


One day, he visited General Miles. send- 
ing a huge fierce-clawed bear’s paw to 
Miles’ tent as his calling card. Miles made 
him chief army scout against the Sioux. 


But by 1885, the country was taming 
down, and Yellowstone Kelly left it. 


Two decades later, Teddy Roosevelt 
praised the heroic treasurer of Surigao in 
the Philippines who saved the town from 
outlaws. Name: Luther S. Kelly. 


Yellowstone Kelly’s body now rests at 
Kelly Mountain in Montana. But his rest- 
less, pioneering spirit lives on in today’s 
America. For it is the trail-blazing courage 
of 165 million people that makes America 
great. and that provides the real strength 
behind one of the world’s finest investments: 
our country’s Savings Bonds. 


Why not guard your security with this 
strength? Invest in U.S. Series E Savings 
Bonds. And hold on to them! 


The U.S. Government do-s not nav for this advertisement. It is donated hy this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 
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an asset to therapeutic diets 


Attention to the nutritional requirements 
of patients effectively supplements medical 
procedures in helping reduce mortality 
rates and in shortening convalescence. A 
state of good nutrition enhances resistance 
to disease, increases the capacity of tissue 
for repair, and promotes morale. 


Nutritional Advantages 
Because of its enrichment and its nonfat 
milk solids content, the average enriched 
bread supplies valuable amounts of good 
quality protein, thiamine, riboflavin, niacin, 
iron, and calcium. Its protein functions for 
growth, repair, and maintenance. Its calories 
help to spare protein for specific protein uses 
and contribute to energy needs. 

The table (right) points up how effectively 
6 slices participate in providing good nutri- 
tion in illness and convalescence. 


Physiologic Advantages 

Soft and open in texture, enriched bread 
is easily masticated and swallowed. It is 
promptly and thoroughly digested. Its ap- 
petizing eating qualities reflexly incite the 
digestive processes. Producing insignificant 
amounts of smooth inert residue, it does not 
irritate the gastric or intestinal mucosa. 


Dietetic Advantages 

In either fresh or toasted form, enriched 
bread adds to the eating pleasure of meals. 
Neutral in flavor, it blends well with other 
foods. When appetite lags, sandwiches in- 
cluding a wide variety of foods—meat, 
poultry, eggs, cheese, salad preparations 
and various spreads— give zest to eating as 
well as needed nourishment. 

These advantages—nutritional, physio- 
logic, and dietetic—establish enriched bread 
as a valuable asset in therapeutic diets. 


Contribution of 6 Slices of Enriched Bread 


Nutrients 


Percentages of 
and Calories 


Allowances” 


11.7 Gm. 
0.33 mg. 
3.0 mg. 
mg. 


_Protein 
Thiamine 


~ Niacin 

~ Riboflavin 

“Tron 3.3 mg. 
Calcium (average) 122 mg. 


379 


~ Calories 


*Percentages of daily allowances for 143 lb., 67 in. tall fairly 
active man of 45. Recommended Dietary Allowances, 
Washington, D.C., National Academy of Sciences— 
National Research Council, Publication 302, 1953 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


THE VIRGINIA BAKERS COUNCIL 


In co-operation with 


THE AMERICAN BAKERS ASSOCIATION 
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USE 


brand 


POLYMYXIN B-BACITRACIN OINTMENT 


wile 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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IES Sas 


"They that drinke wyne customly 


with measure, it doth profit 
them much and maketh 


good digestion...” 


—Bullein, W’.: Government of Health, 1595. 


Through the centuries wine has been traditionally re- 
garded as a valuable food and medicine; acclaimed not 
only as an aliment but as a pleasant aperitif, whose taste 
and bouquet add zest to a meal and favorably influence 
both appetite and digestion. 

In recent years, however, there has developed within 
the medical profession a demand for more fact and less 
conjecture regarding the virtues and values of wine in 
clinical practice. 

Accordingly extensive research programs have been in 
progress for some 15 years, studying the chemistry of 
wine, its physiological action in the body and hence its 
true clinical rationale. 

In consequence, we now have evidence to show why a 
glass of Port, Sherry, Burgundy, Rhine Wine—depending 
on individual taste—can actually stimulate the lagging 
appetite and digestion of your geriatric, post-surgical, 
sick or convalescent patient. 

Similarly, there is evidence to show that wine can pro- 
vide safe as well as effective sedation in many patients 
and thus has proved invaluable for the treatment of the 
insomniac, the irritable, the restless or depressed patient. 

Reports on these, and on many other medical attributes 
of wine, have been condensed into a small, readable bro- 
chure entitled—‘‘Uses of Wine in Medical Practice.” A 
copy is available to you—at no expense—by writing to: 
Wine Advisory Board, 717 Market Street, San Francisco 
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two-tube performance 


One-tube economy 
pilus 


YOURS with the 200-ma 
MAXICONS® X-ray Unit 


This modestly priced single-tube unit brings you fully profes- 
sional radiographic and fluoroscopic facilities. These include the 
generous full-length table . . . broad-coverage independent tube 
stand . . . powerful 200-ma transformer . . . high-power rotating- 
anode tube. You also get: 

Full-wave rectification — Brings you ful] 200-ma power for clear, 
sharp radiographs. Shorter exposures stop motion even when work- 
ing with obese patients. 

Quality that cuts costs — Professionally scaled components mean 
economical, dependable service. 

Room to grow — Later, should you desire to expand your Maxicon 
installation, you can add a separate under-table tube. 

No need to buy! — If you prefer, enjoy all these advantages on the 
G-E Maxiservice® rental plan with vo capital investment. Your G-E 
x-ray representative will give you full details. Contact him at the 
address below. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


Direct Factory Branches: 
RICHMOND — 3425 West Leigh St. ROANOKE — 202 S. Jefferson Street 
BALTIMORE — 3012 Greenmount Ave. WASHINGTON, D. C. — 806 15th St., N.W. 
NORFOLK — 218 Flatiron Building 
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the efficacy and safety of 
Pentids have been confirmed 
by clinical experience in 


many millions of patients 


Pentids 


Squibb 200,000 Units Penicillin G Potassium 


ta b | et S (buffered) 


bottles of 12 and 100 
SQUIBB 


Ca p su | ES (unbuffered) 
bottles of 24 and 100 


for infants and children 
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RELIABILITY 


sf 


6/21/55 


WAL 


DISCHARGE SUMMARY 


lored female, 24) under- 
fa breast tumore On 5/24 | 


on 5/23/55 this patient (co 
discharged from hospi- 


went an excis ional biopsy ° 
tumor was removed and patient 


tal on following day. 


5 readmitted because of purulent 


On 6/3 4 hemolytic Staph. 


On 6/3/55 patient wa 
bscess with the 


discharge from wound. 
was isolated from a 


aureus (coag- +) 

following disk sensitivities: penicillin, 1.5 units; 
erythromycin, 10 mcg; tetracycline, 10 mcge Patient 
was placed on penicillin, 600,000 units b.i.d- for 10 
days. On this schedule patient improved but progress 


was unsatisfactory and wound continued to discharge 
small amount of purulent material. 


d and erythromycin 
d. By 6/17 the dis- 
mpletely healed 


was discontinue 


On 6/13 penicillin 
of 200 mgm. q.is 


started in dosage 


charge had stopped and wound was.co 
py 6/19. Erythromycin was continued until the patient 
6/21. Temp. was 


d from hospital on 


was discharge 
hout hospital stay- 


normal throug 


Final diagnosis: breast abscess due to S 
Result: rapid and complete recovery on_ erythromycin 
f penicillin. 


following failure © j 
: 
Communication to Abbott Laboratories. 


taph. aureus. 
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Now, you can prescribe an antibiotic (Filmtab 
, F ERYTHROCIN) that provides specific therapy against 
Ap QA staph-, strep- or pneumococci. Since these 
organisms cause most bacterial respiratory infections 
e of LEOUL (and since they are the very organisms most sensitive 
COCCKL iufec to ERYTHROCIN) doesn’t it make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 


filmtab 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 


negative organisms, it is less likely to alter intestinal 
with Littl Nibse flora—with an accompanying low incidence of side 
P oy effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin. Or 


4 bide loss of accessory vitamins during ERYTHROCIN 


therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Obbott 


(Erythromycin, Abbott) 


STEARATE 


®Filmtab— Film sealed tablets; patent applied for. 


y 
Hn it b 

601165 


the point is this..., 


I 
HydroCortone -TB A 


(HYDROCORTISONE TERTIARY-BUTYLACETATE, MERCK) 


gives the arthritic patient more days of freedom 
from joint symptoms—in many patients the 
anti-rheumatic effect persists 2 to 10 times longer 
than after injection of hydrocortisone acetate. 
Its action is local and without systemic effect. 


Philadelphia 1, Pa. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE-TBA— 25 MG. CC., VIALS OF 5C DIvIsION OF MercK & Co., INC, 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


Alo, 
4, Lug 


| 
Alglyn Tablets 


Minutes 


51530 60 90 120 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TABLET 
Form—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate . . . shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Algtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets'. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Maiglyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


38:586, 1949. 
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CHATTANOOGA 9, TENNESSEE 
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fora 


integrated relief... 


mild sedation 
visceral spasmolysis 
mucosal analgesia 


CIBA 
Summit, N. J. 


MEDICAL HORIZONS Monsey 


iL! 


TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
hydrochloride CIBA) and 20 mg. phenobarbital. 


INDEX TO ADVERTISERS 


Abbott Laboratories 48-49 
Ames Company, Inc. ‘ 55 
Appalachian Hall 38 
Ayerst 
Baker Laboratories, Inc., The 19 
Brayten Pharmaceutical Company 51 
Burroughs Wellcome & Co. (U.S.A.) Ine. 

Ciba 


Coca-Cola 
Davies, Rose & Co., Ltd. 
Eli Lilly and Company 


Front Cover, 28 
Foot-so-Port Shoe Company 22 
Garst Bros. Dairy Inc. 35 
Geigy Pharmace: ticals 12 
General Electric 46 
Gill Memorial Eye, Ear and Throat Hospital 33 
Jefferson, A. G. 40 
Johnston-Willis Hosnital 32 
Keeley Institute, The 35 
Knox Gelatine Company, Inc., Chas. B. 13 
Lakeside Laboratories, Inc. 5 
Lederle Laboratories Division 10-11, 40 
McGuire Clinic -St. Luke’s Hospital 35 
Mead Johnson & Company 56 
Medical College of Virginia 32 
New York Polyclinic Medical School and Hespital, The 6 
Officers of The Medical Society of Virginia 6 
Parke, Davis & Company 2-3 
Patterson's Safe Service Drug Stores 38 
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Plyler’s Nursing Home, Mrs. 3 30 

Richmond Eye Hospital— Richmond Ear, Nose and 

Throat Hospital 37 
Richmend Hotels Incorporated nei 
Riker 25 
Riverside Convalescent Home . 37 
Saint Albans & 
Schering _..14-15, 26-27 
Schieffelin & Co. 38 
Sealy Mattress Company 23 
Searle 29 
Sharp & Dohme 7, 21, 50 
Smith, Kline & French Laboratories 41 
Squibb 
St. Elizabeth's Hospital 80 
Stuart Circle Hospital 31 
Terrace Hill Nursing Home 34 
Thompson Homestead School, The 24 
Tucker Hospital Inc. a 31 
Viceroy Cigarettes 7 4 20 
Virginia Bakers Council, The_-- 43 
United States Brewers Foundation so -. 18 
Upjohn Company, The 8, 53 
U. S. Savings Bonds ‘ 42 
Westbrook Sanatorium 33 
White Cross Hospital . 86 
Williams Printing Co. 40 
Wine Advisory Board ss 45 
Winthrop Laboratories ‘ 9 
Wyeth 
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Uleer protection 


that 
lasts all night: 


Pamine-Phenobarbital 
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Tablets 


Each FULL-STRENGTH tablet contains: 


Phenobarbital 15.0 mg. (4 gr.) 
Methscopolamine bromide ME. 
Dosage: 


One tablet one-half hour before meals, and 1 to 2 
tablets at bedtime. 


Each HALF-STRENGTH tablet contains: 


Phenobarbital wa 8.0 mg. (1% gr.) 
Methscopolamine bromide .25 mg. 
Dosage: 


While the dosage and indications are the same as for 
the full-strength tablets, this tablet allows greater 
flexibility in regulating the individual dose, and may 
be employed in less severe gastrointestinal conditions. 
Supplied: 

Both strengths in bot:!es cf 109 tablets. 


REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE 


The Upjohn Company, Kalamazoo, Michigan 


| Upjohn| ; 
BROMIDE 
53 


he takes his medicine ... 


and likes it! 


One of a Series of Newspaper Ads 
Directed to Your Patients 
and Our Customers.... 


EO] LES. Remember when it took promises, 


gifts, threats and tears to get 


DRUG STORES medicine nt children 


Today, practically every medicine 
INC 


children take orally is appealingly 
flavored. The willing child helps parents 
and doctor instead of fighting them. Physician 


and prescription have better success. 

In readiness for your doctor's 
prescription, Peoples stocks nearly 
every pediatric medicine, including 
the newest. Peoples pharmacists 
dispense them accurately, promptly. 
And, of course, your prescription 
is priced with uniform economy 

/\ at Peoples Service Drug Store. 


| PEOPLES Certified 
PRESCRIPTIONS 


ey AT ALL PEOPLES SERVICE DRUG STORES 


108s what the docler ordered 


DRUG STORES, INC 
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routine 


for your 
aging» 


to produce fluid bile? 

to restore intestinal 

Clinical evidence substar 

_ the value of hydrocholeresis 

Decholin as routine adju 

therapy in older patients. 

(1) Schwimmer, D.; Boyd, L. J., 
Rubin, S.H.: Bull. New York M.¢ 
16:102, 1953. (2) Crenshaw, J. EF 
Am. J. Digest. Dis. /7: 387, & 
(3) King, J. C.: Am. J. 
22:102, 1955. 
Decholin (dehydrocholic acid 
and Decholin Sodium (sodium ¢ 

drocholate, Ames). 


“AMES COMPANY, INC. 
f.\ Elkhart, Indiana 
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THAT MAN MUST EAT to remain 
well is a concept as old as medicine. 
But only recently has it been estab- 
lished (1) that nutritional needs are 
increased in illness; (2) that food suffi- 
cient to meet these needs is well uti- 
lized, and (3) that therapeutic 
nutrition prevents many of the debili- 
tating effects of disease and injury. 


Unfortunately, because of the ano- 
rexia accompanying illness, effective 
nutritional therapy requires added 
care on the part of the physician. 
Food comes from familiar kitchens 
and lacks the impressive aura of more 
dramatic therapeutic agents. Thus it 
is often difficult to convince the 
patient that food, too, is therapeutic 
—that ‘although drugs may arrest 
disease only food can repair the 
ravages of disease. 


Whatever the nutritional problem— 
whether caused, by anorexia, mechan- 
ical difficulty in eating or limitation of 
gastric capacity or tolerance—only 
an assured food intake will solve it. 
The use of Sustagen, a food formu- 
lated for therapeutic nourishment, 
will overcome many difficulties in the 
therapeutic feeding of sick patients. 
A foundation for therapy thus may 
be established. 


The development of Sustagen ex- 
emplifies the continuous effort of 
Mead Johnson & Company to provide 
the medical profession with products 
basic to the management of illness 
and the restoration of health. 


Sick patients 


need food for therapy 


Sustagen 


Therapeutic Food for 
Complete Nourishment 


Sustagen® is the only single food which 
contains all known nutritional essentials: 
protein, carbohydrate, fat, vitamins and 
minerals. It may be given by mouth or tube 
as the only source of food or to fortify the 


diet in brief or prolonged illness. 


repairs tissue 
restores appetite 
overcomes asthenia 
in 
Sustagen cirrhosis 
peptic ulcer 
geriatrics 
infections 
trauma 
chronic disease 


[ MEAD) 4 SYMBOL OF SERVICE IN MEDICINE 


i MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 
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